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Abstract 
This thesis aims to explore the determinants of enrolment in the National Health 
Insurance Scheme (NHIS) in Ghana’s Upper West Region (UWR). While studies on the 
theoretically “pro-poor” NHIS have thus far focused on wealth as driver of enrolment, the 
high rates of enrolment in the poorest and most deprived region of the country (the UWR) 
suggest that other factors underpin health insurance acquisition and maintenance. This study 
uses mixed methods that combine quantitative and qualitative techniques in order to better 
understand patterned differences between enrolled, never enrolled and dropped out members 
of the scheme.   
Results of a quantitative analysis (n=2119) reveal that although wealth, education and 
desire for health insurance are primary determinants in enrolment, these factors impact men 
and women differently. As well, women with unreliable incomes, who reported being food 
insecure and those living with young children were more likely to drop out, whereas men, 
were more likely to drop out of the NHIS for being unsatisfied with services provided. The 
qualitative analysis, based on 17 focus group discussions (n=211) and n=26 in-depth 
interviews, revealed that inequality is not just about poverty, but a reflection of rural 
subsistence based livelihoods and historic structural factors which clash with the rigid policy 
design of the NHIS.  
This study makes important contributions to theory, methodology and policy. 
Theoretically, this study demonstrates that poverty is only one of many determinants driving 
inequality in enrolment, with education and poor policy design actually resonating more 
powerfully. As well, it demonstrates the intensely gendered nature of health insurance 
enrolment where women’s access is tightly tied to mothering and other family related 
obligations. Methodologically it reflects the value of mixed methods research and context 
tailored quantitative design. Policy solutions are suggested, as the success of the NHIS rests 
on its ability to redress the inequality in the scheme and open up access to health care for 
Ghana’s rural poor.  
Key words: Health Insurance, NHIS, Gender, Health Policy, Ghana, Upper West Region 
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Chapter 1  
1 INTRODUCTION 
This dissertation examines four interrelated objectives that together shape the 
complex determinants of enrolment in the National Health Insurance Scheme in Ghana’s 
Upper West Region. This chapter provides a brief overview and organization of the 
thesis. It reviews the background to the dissertation (namely, the current optimism 
surrounding the potential of social health insurance schemes in developing1 countries) 
and traces current themes in health geography, explaining how this research is situated 
within the sub-discipline of Health Geography. Finally, this chapter concludes with an 
explanation of the organization of this thesis, emphasizing the conceptual links between 
the chapters.  
 
1.1 Background 
There is a growing international interest in the importance of moving all countries 
towards universal health coverage. The World Health Organization’s (WHO) Director-
                                                 
1
 The terms ‘developing/developed country’ are problematic, though used pervasively. 
Developing implies a natural growth process and therefore inherently silences the historical and 
current events which have acted to put and keep countries in a subordinated position to 
supposedly developed countries (mostly reaching that status by exploiting ‘developing’ countries 
and their resources). The terms Third/First World are similarly at issue. While terms such as 
‘Global South/North’ remove this problem, they are not as popular or well recognized, and only 
refer to a vast swath of geography where most of the world’s poor/rich tend to reside. For the 
reason of accessibility (and for lack of a better alternative) this thesis uses the developed and 
developing terminology often. However, the reader should be made aware of the debates 
surrounding its usage.  
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General recently described universal health coverage as “the single most powerful 
concept that public health has to offer” (Chan, 2012). The argument is that its power is 
not just for the rich nations or the developed countries, but that all nations, including 
developing countries, should regard this goal as “appropriate, feasible and important” 
(Yates, 2010: 747). While this goal of universal health care has been more readily 
realized by the wealthiest nations of the world (apart of the USA), many middle-income 
and lower-income countries are making great progress. Among these nations include, 
Brazil, Mexico, Thailand, the Philippines, Vietnam, Rwanda and Ghana (Rodin & de 
Ferrani, 2012).   
Universal health coverage has two components: the first is equity in access and 
the second is equity in financing. Together this means that:  
Universal coverage is defined as access to key promotive, 
preventive, curative and rehabilitative health interventions for all at 
an affordable cost, thereby achieving equity in access. The principle 
of financial-risk protection ensures that the cost of care does not put 
people at risk of financial catastrophe. A related objective of health-
financing policy is equity in financing: households contribute to the 
health system on the basis of ability to pay. Universal coverage is 
consistent with WHO’s concepts of Health for All and Primary 
Health Care. (WHO, 2005: 1).  
 
Since the World Health Assembly of 2005, the WHO has acknowledged that for many 
countries sustainable health financing is likely to come through modes of prepayment and 
pooling of resources and risks. In other words, the introduction of social health insurance 
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in its various forms has become the leading agenda on health financing for the global 
community in order to enable universal health coverage. Health insurance is being 
brought forth as the potential solution to the puzzle: how do we finance health care for 
the poor people of the Global South?  
In sub-Saharan African (SSA) there is pressing need for health care as countries 
in the continent carry the highest burdens of illness and disease on the planet (WHO, 
2008). Yet simultaneously, there is little financial means to make this happen, especially 
with the abundance of informal (i.e. non taxed) business (Abel-Smith, 1994; Peters et al, 
2008). Thus, the prospects for health insurance in SSA are potentially very exciting and 
challenging as well. To date, two SSA countries have led the charge in creating a 
national-level health insurance program. The first is Rwanda (highly supported by 
international donors) and the second is Ghana, where this study was conducted. Other 
SSA countries – including Nigeria and Kenya – also have health insurance plans in 
various stages of development, and the lessons learned from Rwanda and Ghana may 
provide valuable insight that benefits millions across the continent.  
Yet while these countries are being held up as examples, problems are also 
appearing. Ghana’s National Health Insurance Scheme (NHIS) was created with the ideal 
of being ‘pro-poor’ – something to stand in contrast to the user-fee based health care 
system that existed prior to the NHIS. So it was especially disappointing when studies 
began to provide evidence that Ghana’s rich were still far more likely to enroll than 
Ghana’s poor (Asante & Aikins, 2008; Dixon, Tenkorang & Luginaah, 2011; Health 
Systems 20/20, 2009; Jehu-Appiah et al. 2011; Sarpong et al., 2010; Witter & Garshong, 
2009). Obviously the measures that were put in place to protect the poor and encourage 
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them to enroll were not having the desired effect.  But there was more to this problem 
than simply a rich versus poor divide.  
The germination of this research project and my dissertation was largely built 
around questions that emerged from a paper we published in 2011 with data from the 
2008 Ghana Demographic and Health Survey (Dixon, Tenkorang & Luginaah, 2011). In 
that paper we were the first (and to my knowledge still the only) to investigate enrollment 
patterns at a national level. The results of that paper provided a few important clues about 
the NHIS in Ghana. First, we confirmed the results of other regional-level studies that the 
poor were less likely to enroll. Second, we found interesting differences in the results 
between men and women suggesting that gender might play an important part in 
enrollment. Finally, and most intriguingly, we found that place matters – those in the 
northern part of Ghana were more likely to enroll, although this is where inequalities 
were most pronounced. Indeed, internal statistics from the health insurance authority 
shows that it is the deprived, rural, Upper West Region (located in Northern Ghana) that 
has the highest rates of enrolment, year after year. This final result, especially, seemed to 
be a bit of a paradox – how could overall the poor be less likely to enroll, and yet the 
poorest regions in the country have such high rates of enrolment? Clearly, it begged 
further investigation. This led us to ask: what is truly determining enrolment in Ghana’s 
NHIS in the Upper West Region, beyond the simple “rich versus poor” explanations?  
Research on enrollment in health insurance runs somewhat parallel to access to 
health care research. While the former has been somewhat limited in the African context, 
the latter offers us some insight into possible explanations for unexpected enrolment 
results. For instance, issues such paying for travel, road conditions, religion, treatment by 
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health staff are all important factors in accessing health care (Addai, 2000; Buor, 2003; 
D'Ambruoso, Abbey & Hussein, 2005; Gyimah, Takyi & Addai, 2006; Jewkes, 
Abrahams, & Mvo, 1998; Oppong & Hodgson, 1994; Porter, 2002; Tabi, Powell & 
Hodnicki, 2006). A persons gender likewise plays an important role in their ability to 
access care, for multiple reasons. Women, specifically Ghanaian women within a mostly 
patriarchal society, have less access to resources within the household and often have to 
bargain for money to go seek care (Agarwal, 1997; Tolhurst et al., 2008). Additional 
duties around mothering can further prevent access, demanding both time and resources 
from women in particular (Tolhurst & Nyonator, 2006). Contributions from Andersen 
and colleagues have also helped shaped our understanding of the influence socio-
behavioural drivers of accessing health care (see Andersen, 1968; Andersen, 1995; 
Gelberg, Andersen & Leake, 2000); notably the need for care, which evidence suggests is 
higher in Ghanaian women (Buor, 2004). Yet access to health care cannot be understood 
solely at the individual level, as individuals exist within broader social-structural 
processes, which shape every element of daily life (Peters et al., 2008). This means that 
environmental, historical, political and economical factors press against all individual 
decisions for health care and health insurance. There is great need to integrate our 
understanding of these many factors when approaching questions of health insurance 
enrolment.  
This thesis seeks to contribute to the wider understanding regarding enrollment in 
social health insurance in SSA by examining the paradox of enrolment in the social and 
spatial context of Ghana’s Upper West Region.   
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1.2 Study Objectives 
This thesis is written as a collection of three manuscripts. The research findings presented 
within this thesis are guided by the following four objectives: 
1. To determine significant patterned differences between those enrolled in, never 
enrolled in, and those who have dropped out of NHIS;  
2. To examine the financial, social and bureaucratic barriers to NHIS enrolment;   
3. To critically examine the influence of gender and patriarchy in enrollment and 
ability to pay for the NHIS; 
4. To explore community perceptions of the NHIS in the context of rural livelihoods.  
 
1.3 Geographies of Health  
Geographers working on human health were part of a sub-discipline called 
medical geography, which has today evolved to be known as health geography or the 
geographies of health.  In the 1970s and 1980s when geographers (both in Canada and 
internationally) tackled questions of human health it was formulated through one of two 
streams or “schools” (Luginaah, 2009; Meade & Emch, 2010). The first was disease 
ecology (including examination of the diffusion and spatial distribution of disease) (see 
for example, Foster 1987; Eyles 1993; Yiannakoulias et al. 2007) and the second was 
health service accessibility and utilization (see for example, Rosenberg, 1988, 1998). As 
Meade and Emch (2010:8) note, this division was so profound that eventually medical 
geographers began to consider all research that was not explicitly related to health 
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services to, by default, be apart of the disease ecology stream. The result was a 
“dichotomous approach” to the discipline, though an arguably artificial one.  
Between the late 1980s and the early 1990s, influence from both within and 
outside the sub-discipline challenged the mandate of medical geography research.  
External influences included the justice oriented critiques on the structural influences of 
ill health, an evolving concept of the meaning of health from influential parties such as 
the World Health Organization, and an infusion of theoretically driven debates from the 
other social science disciplines (Kearns 1993). Internally, medical geographers grappled 
with these new challenges and some began questioning the use of geographical 
conceptions of space and the theoretically void nature of their sub-discipline.  With this 
in mind, Kearns (1993) put forth a call to further the development between place and 
health and to move towards a reformed medical geography. Kearns’s invitation for 
change met with mixed responses from medical geographers. Over the course of the 
following year the Professional Geographer published various replies to the original 
Kearns (1993) paper. The crux of these debates centered on the fundamental questions 
about what is worthy of study and how it may be learned (see: Dorn & Laws, 1994; 
Kearns, 1994a; Kearns, 1994b; Mayer & Meade, 1994; Paul, 1994; Rosenberg, 1998). 
Key to this reformation was the understanding that the analysis of places and 
regions must include the perspective of an individual’s experience, from their own 
“place-in-the-world” (Eyles, 1985). The conventional view of space regarded geography 
with static and fixed boundaries separated by a physical, culturally neutral analysis of 
territorial divisions, infrastructure and social services. Kearns argued, “little attention has 
been paid to the understanding of place as that experienced zone of meaning and 
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familiarity” (1993: 140).  Thus the objective geographical elements of space became 
reconceptualized as place, a living construct understood through subjective individual 
meanings (Kearns, 1993; Kearns & Moon, 2002).  The concept of place has continued to 
evolve part of health geography, with advanced conceptualization of the constellations of 
dynamic human interactions, stabilized by social norms at a wide range of geographical 
scales. Access to goods, services and other assets is understood through the complexity of 
social power relations and the cultural meaning affixed to it (Cummins et al., 2007). The 
inclusion of place into the study of health geography has opened up the discipline to 
study new issues including the rise in importance of women’s health (Luginaah, 2009). 
Health geography has also contested the nature of health, illness and disease as 
viewed by medical geography. Medical geography relied on the biomedical model of 
health, in which disease is seen as a deviation from the ‘normal’ biological function, has 
a specific etiology (caused by a specific pathogenic agent or vector), and are experienced 
generically and universally. The biomedical model holds an implicit assumption of 
scientific neutrality and rationality of medicine (Curtis & Taket, 1996). In contrast, health 
geography is not focused on curative elements of disease, but a socio-ecological model of 
health. This too has proved important for understanding women’s health, where studies 
have demonstrated that gender – as a social construction and not the biologically link per 
se – is a key mediator in health outcomes (Doyal, 1995). With this, health is 
conceptualized as wellbeing, a self assessed quality that is more than the absence of 
disease (Kearns, 1993).  
Thirdly, and perhaps most importantly, health geography has “come out” of the 
theoretical closet. Medical geography was considered atheoretical – which ultimately 
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meant it hid its positivist assumptions regarding the study of the world (Litva & Eyles, 
1995). Shifting the perspectives into place and social-ecological assumptions on health 
has also made ways for theoretically aware research, and thus a variety of perspectives on 
what can be known. Theory is argued to be necessary and inevitable and society cannot 
be examined properly without it (Kearns & Moon, 2002; Litva & Eyles, 1995).  With the 
theoretically rich work has evolved a more critical approach to health where politics, 
gender, and culture all have key parts in the conversation on equity (Parr, 2004) and 
geographers are further deconstructing their understandings of the norm and taking 
forward radical agendas into the international arena (Parr, 2003).  
While the ensuing cultural shift as described in the foregoing section have 
energized and shaken up much of the sub-discipline, there remain in place some 
traditions that are hard to overcome. One of those is the relative distance between 
research conducted on disease ecology and that on health services (Meade and Emch, 
2010). Part of the reason for this may lie in the origins of the cultural turn from medical 
to health geography: with greater emphasis of the social on studying health, geographers 
have learned to deemphasize biomedicine and formalized health care as a route to health 
(Elliott, 1999). Building upon the historical advances of the discipline, this study 
straddles both the disease ecology and the health services research schools, investigating 
how gender, the political ecology of health, and place together work to inform access to 
health insurance.  
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1.4 Organization of the Thesis 
This thesis consists of seven chapters, including this, the introductory chapter. 
The next chapter (Chapter 2) provides an extended discussion of the background to the 
research. This includes the historical narratives linking healthcare to development in 
developing countries, the role of health care in breaking the cycle of ill health and 
poverty and the introduction of health insurance as a potential solution. Chapter 2 also 
explores the long history that has created spatial inequalities in Ghana and the resulting 
outcome for this study context – the Upper West Region. Finally, the chapter lays out the 
development and function of the National Health Insurance Scheme, and the key 
challenges that need to be studied.  
The third chapter (Chapter 3) provides the methodological framework for this 
dissertation. Though a full methodology chapter is not common practice for an integrated 
manuscript style thesis, one of the key limitations to writing in this style is that one is 
restricted in word lengths due to journal style and formatting. Including a methodology 
chapter therefore provides space to where I reflect on the underlying philosophical issues 
of mixed methods design and some of the issues in cross-cultural research. I also explain 
in more detail the particulars of how the study was conducted once in the field.  
The following three chapters consist of three manuscripts, all of which are 
submitted for publication in various peer-reviewed journals. Although presented in 
separate manuscripts, which of course can be consumed individually, together they 
represent a united and integrated piece of work, a comprehensive investigation into the 
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determinants of enrolment in the National Health Insurance Scheme in Ghana’s Upper 
West Region.  
The first manuscript (Chapter 4) draws on the quantitative data and moves beyond 
pervious national-level data to provide a more detailed understanding of enrollment 
patterns in the NHIS in the Upper West Region set against household wealth. It seeks to 
answer our ‘paradox’ of enrollment (how could overall the poor be less likely to enroll 
and yet the poorest region in the country have such high rates of enrolment?) by delving 
further into some of the issues raised in the original Dixon, Tenkorang and Luginaah 
(2011) study that suggested higher rates of inequality in enrolment in the northern 
regions. This is accomplished in part with the construction of a household wealth 
variable, based on various measures of household ownership. This manuscript also 
addresses the ‘theoretically void’ tendencies of health insurance studies by contributing a 
framework which blends feminist perspectives on intra-household bargaining and 
Andersen’s Behavioural Model for access to health care.   
The impetus for the second manuscript (Chapter 5) came out of a reoccurring 
concern that was raised during the qualitative portion of the study to which the 
quantitative data could provide some relevant insight. Namely, participants were 
concerned that when not able to renew their membership in a timely manner they were hit 
with a three month block-out in coverage when later trying to re-enroll. While in theory a 
three month block-out could discourage people from only reactivating their memberships 
when they know they are sick and would need treatment, this would only be the case if 
individuals were dropping out by choice and not due to an inability to pay premiums. 
While the previous manuscript (Chapter 4) evaluated enrolment as a whole, this 
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manuscript utilizes the quantitative data to zero in on a subgroup of that population – 
those who had once been enrolled but were no longer, otherwise known as ‘drop outs’ – 
and examines what the implications therefore would be of that block-out penalty. 
Additionally, while the previous manuscript focused on household wealth as a measure of 
ownership, this manuscript instead probes wealth as a measure of income reliability and 
food security, in order to bring nuanced understanding to enrollment based on a fee that is 
due annually.  
The final manuscript (Chapter 6) drawing on the qualitative component of the 
study delves into both the why and the how of our paradox of enrolment. This manuscript 
is underpinned by the political ecology of health theoretical framework to help give 
insight into the pathways in which inequality in enrolment persists. This emphasizes not 
simply the rich-poor divide but critically examines what this divide means in the context 
of the Upper West Region and the abundance of rural, subsistence-based livelihoods set 
against broader issues of political, environmental, and historical inequalities for the 
region.   
The aim of this thesis is to move beyond the simple explanations of health 
insurance enrolment that have been put forth as explanations for inequality, to go deeper 
in our understanding beyond ‘rich versus poor’ divisions in access. Given the inherent 
complexities, this dissertation is multifaceted and has addressed various themes and 
explanations of this inequality in the Upper West Region. The final chapter (Chapter 7) 
brings the themes and findings out of the three manuscripts and weaves them together 
into a coherent and composed contribution. In this chapter, the theoretical methodological 
and policy contributions of the study are thoroughly reviewed.   
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Chapter 2  
2 RESEARCH CONTEXT 
2.1 Introduction 
The goal of this chapter is to provide the reader with a deeper understanding of 
the background of health care, development, Ghana’s Upper West Region and its 
National Health Insurance Scheme, which together form the basis for this dissertation. 
This chapter, as such, seeks to answer some basic questions: Why is health care in 
developing countries important and how has this perception shifted over time? How do 
health insurance schemes fit into the tension created between economics, development 
and health? What are the historical causes of poverty and deprivation in our study area, 
the Upper West Region, especially in comparison to more wealthy areas elsewhere in 
Ghana? Finally, what is Ghana’s National Health Insurance Scheme and why are some 
raising concerns that it is inequitable?   
 
2.2 Development, Health Care and the Potential of Health Insurance  
This conversation surrounding social health insurance and universal health 
coverage is situated in a much wider conversation about the role of health care in 
developing countries that has historical roots back to the late 1960s. It was at the end of 
the Cold War where calls emerged to end the ‘vertical’ approaches towards health care 
(those which only focused on certain diseases) that had been the signature of programs 
from the USA and the WHO since the 1950s. Instead, many began making a connection 
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between health and development, where poor access to basic health care and overall poor 
health could be seen as intricately linked to the general and pervasive problems within 
developing countries. The answers then were not targeted interventions as “the most 
serious health needs cannot be met by teams with spray guns and vaccinating syringes” 
(Bryant, 1969: x). Especially in the anti-imperialist context of post-colonial sub Saharan 
African (SSA), primary health care reforms were favoured over the highly technical 
interventions of the USA and European powers (Cueto, 2004), and Bryant concludes, 
“We have seen the vast gap that exists between biomedical knowledge and our capability 
for bringing this knowledge within effective reach of the world’s people” (1969: 333).    
This set the context for various reports in the 1970s that emphasized the 
shortcomings of vertical, disease-focused health programs. These included the 1975 
WHO and UNICEF joint report entitled the Alternative Approaches to Meeting Basic 
Health Needs in Developing Countries, as well as the 1976 declaration by the director 
general of the WHO during the World Health Assembly for “Health for All by the Year 
2000” (Cueto, 2004). This theme, health for all by the year 2000, carried over heavily 
into the major conference of the time on health care. The International Conference on 
Primary Health Care took place at Alma-Ata in the Soviet Union in 1978, and still 
reverberates in its impact on how we perceive the importance of health care. Two key 
ideas stand out from that declaration; the first is that health is a human right and a socio-
economic issue, and the second is that health status is an equity issue (between developed 
and developing countries, as well as within countries). The main message to come out of 
this declaration is that health care and the health sector is a tool that must be used along 
with other strategies to address social and economic problems that impact health (or 
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today what we would regard as the social determinants of health). Indeed, part I of the 
declaration sums this up nicely: 
The Conference strongly reaffirms that health, which is a state of 
complete physical, mental and social wellbeing, and not merely the 
absence of disease or infirmity, is a fundamental human right and 
that the attainment of the highest possible level of health is a most 
important world-wide social goal whose realization requires the 
action of many other social and economic sectors in addition to the 
health sector. (Declaration of Alma-Ata, 1978, Part I).  
 
The ‘health for all’ mantra was believed possible with a better use of the world’s 
resources and “the acceleration of social and economic development of which primary 
health care, as an essential part, should be allotted its proper share.” (Declaration of 
Alma-Ata, 1978: Part X). In return, Mahler, the Director General of the WHO, who had 
made that original call for “Health for All by the Year 2000,” also suggested that health 
could (and should) be an instrument for development and not just a byproduct (Cueto, 
2004). This relationship, or cycle, between health and development, economics and 
health will be explored further below.  
Yet with the ideological and economic shifts of the 1980s, so too were their shifts 
in the way health care was approached. The neoliberal proponents of cost cutting and 
minimal government intervention were vehemently opposed to the ‘big thinking’ ideas of 
development through government-financed health care. Once again, the international 
community backed away from their support for broad based health care in the world’s 
developing countries. Instead, the popular support from the Global North accrued behind 
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technical interventions that only targeted selective disease problems in the Global South – 
mostly because it was a low-cost strategy (Walsh & Warren, 1980).  
Simultaneous to this pullback from the international community on their previous 
endorsement for health care for all, developing countries – burdened with large debts 
during the economic downturn – were compelled into the adoption of a ‘one size fits all’ 
set of economic policies called structural adjustment. With this the World Bank, 
International Monetary Fund and Western aid agencies granted new loans known as 
Structural Adjustment Programs (SAP) attached with certain conditions, including: a 
ceiling on budget deficits, freeze or reduction in spending levels, streamlining of 
government bureaucracy, increase in certain types of taxes/introduction of new taxes and 
currency devaluation. The fallout from these conditions meant that nation states radically 
backed away from their roles as a provider of universally accessible social services, 
including health care. Amongst many other areas of society that these reforms impacted, 
it generally had drastic impacts on the functioning of the health sector, the public’s access 
to health care, and the overall health of those in developing countries (SAPRIN, 2004). 
The World Bank became the single largest donor in the health sector in the world, 
systematically dismantling primary health care initiatives by the WHO in favour of 
privatized health care (Turshen, 1999). 
Now decades after the SAPs the international discourse around the role of 
accessible primary health care has again shifted back to emphasizing its importance in 
developing countries. Today however, there is a real prominence on the linkages between 
health and development, where the case for health care is often made not just through 
human rights arguments, but also through economic arguments. As evidence grows to 
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demonstrate that poor health is bad for the economy (household finances all the way up 
to national level GDP), it is much easier for people across the ideological spectrum to see 
the advantage of creating access to health care.  
On the micro level, the total economic cost of illness for households is estimated 
to be frequently above 10% of household income (McIntyre, Thiede, Dahlgren & 
Whitehead, 2006). This is potentially catastrophic: as such expenditure levels are “likely 
to force households to cut their consumption of other minimum needs, trigger productive 
asset sales or high levels of debt, and lead to impoverishment” (Russell, 2004: 147). 
Poverty leads to poor living conditions, degraded access to nutritious food and (if a user 
fee model is active) a lack of basic health care, which in turn leads to a greater 
susceptibility to illness. If that person falls ill, they will likely have to take time away 
from work (or whatever nonmonetary productive input they contribute to the household) 
and could have to pay for the cost of health care (Wagstaff, 2002). This downward spiral, 
what has been referred to as the “medical poverty trap” (Whitehead, Dahlgren, & Evans, 
2001) or what I call “The Cycle of Ill Health and Poverty” (see Figure 1) is bad at the 
micro scale (family falls into poverty) but also at the macro scale, as a nation with a sick 
workforce has limited output. It is for these reasons that stopping this cycle is not just a 
matter of health justice, but has also found prominence within development and 
economic discourse, such as the World Bank (see for instance, Giedion, Alfonso & Diaz, 
2013).  Thus, the evidence of the “huge economic burden of illness[es] for households in 
developing countries [adds] weight to international calls for more investment in disease 
prevention and pro-poor curative health services” (Russell, 2004: 152). 
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Figure 1: The Cycle of Ill Health and Poverty.  
Adapted from Wagstaff (2002) 
 
 
 
Affordable and accessible primary health care has an important role to play in 
breaking this cycle (McIntyre, Thiede, Dahlgren & Whitehead, 2006), especially in the 
context of developing countries where disparities between privileged and less privileged 
groups appear to be increasing (Braveman & Tarimo, 2002). While these inequities are 
pervasive in the creation of health problems, Sir Michael Marmot on behalf of the 
Commission on Social Determinants of Health reflects,  
Although inequities in health result from the social conditions that 
lead to illness, the high burden of illness particularly among 
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socially disadvantaged populations, creates a pressing need to 
make health systems responsive to population needs. International, 
national, and local systems of disease control and health services 
provision are both a determinant of health inequities and a 
powerful mechanism for empowerment. Central within these 
systems is the role of primary health care… (Marmot, 2007: 1159; 
emphasis added) 
The need for health care can also be understood in terms of absolute deprivation. While 
primary health care is important in developed nations of the Global North, the investment 
goes a lot farther in contexts of high illness and high poverty. Or to say otherwise, “poor 
people in poorer countries seem to benefit the most” (Moreno-Serra & Smith, 2012: 919). 
As the poor could potentially be devastated by either illness or having to pay out of 
pocket for health expenses, prepayment mechanisms such as health insurance tackle two 
problems at once: the risk of catastrophic payments, and the devastating impact of illness 
(Peters et al., 2008; Russell 2004).  
Health insurance is an arrangement that provides those exposed to the common 
danger of illness the opportunity to contribute to a fund they can draw from when ill. 
Unforeseen health care costs transferred into fixed premiums, and those covered are 
therefore replacing the potential of unscheduled and undesirable out-of-pocket health care 
payments by a more affordable expenditure in the form of premium payments (Atim, 
1999; Edoh & Brenya, 2002; Ekman, 2004; Griffin, 1992). This means those 
participating in health insurance are sharing the risk of illness and its financial 
devastation by pooling together their financial resources (Edoh & Brenya, 2002). 
Reviews of prepayment mechanisms, such as Ghana’s National Health Insurance 
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Scheme, have been found to protect people in poor households from catastrophic health 
expenditures by reducing a health system's reliance on out-of-pocket payments and 
provide more financial risk protection (Xu et al., 2003; Xu et al., 2007). Escobar, Griffin 
& Shaw (2010) led the evaluation into the impact of health insurance in seven developing 
countries: Namibia, Ghana, Costa Rica, Peru, Indonesia, China and Colombia. Keeping 
in mind that the make up of these health insurance plans were highly heterogeneous 
(benefits, services, quantity, quality, providers, public-private, extent of copayments, 
deductibles, etc.) and one must be careful generalizing country to country, the authors 
conclude: health insurance can produce significant positive impacts on access and use; it 
can and does benefit poorer households; the impact of health insurance on measures of 
health status is weak and irregular, but strong for self-perceptions; health insurance 
reduces out-of-pocket payments, thus reducing vulnerability to having to pay at times of 
illness or injury; and health insurance reduces the incidence of catastrophic financial loss 
due to high costs associated with serious illness or injury. Simply put, health insurance 
may be a viable solution to provide health care to the poor of the world’s developing 
countries, allowing a break in the cycle of ill health and poverty.  
 
 
2.3 Historical Review of Spatial Inequalities in Ghana 
The Republic of Ghana is a West African nation, with a southern border along the 
Gulf of Guinea (about 5 °N of the equator) and the northern border in the savanna zone 
(about 11 °N). Though Ghana’s official language is English, it is bordered by three 
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French speaking countries: Côte d’Ivoire lies to the west, Burkina Faso to the north and 
Togo to the east. With a total land area of 238,537 km2, the country can roughly be 
divided into three ecological zones: the sandy coastline and coastal plains; the heavily 
forested middle and western parts of the country; and the relatively arid savannah of the 
north (GSS, GHS & ICF Macro, 2009). Only slightly larger than the United Kingdom in 
area, Ghana has the second largest population (just under 25 million in 2011) in West 
Africa, after Nigeria.  
 
2.3.1 Early History to Colonialism   
There is evidence of human habitation in what we today refer to as Ghana as far 
back as 50,000 B.C.E, with farming and cattle raising in the savanna regions around 2000 
B.C.E. Evidence of centralized states (the Mamprugu, Dagbon and Nanumba) in the 
savanna region dates to 1450 (Gocking, 2005). Contact with Europeans began in 1471 
when the Portuguese began trading with a variety of African kingdoms located along the 
coast. Gold deposits along the coast, and subsequent trade in gold, were the origins of the 
European name for the country – “The Gold Coast”. By 1874 the British had 
appropriated other European (including the Dutch, Danes and Swedes) interests along the 
coast and declared it as the British Gold Coast, a crown colony (Coombs, 1963). This was 
followed by the invasion of local kingdoms, notably the large Ashanti kingdom– which 
represented the largest ethnic group in Ghana and had controlled most of the territory 
before the British. Between 1822 and 1900 four distinct Anglo-Ashanti Wars ensued, as 
indigenous people rebelled against European rule (Ward, 1966). Despite this resistance, 
27 
 
by 1901 all of the kingdoms and tribes within the Gold Coast were under British colonial 
rule (Gocking, 2005).  
Ghana was administered through three major divisions during British colonial 
rule: the coast (the Gold Coast Colony), the centre/inland (Ashanti region), and the 
remote Northern Territories (Patterson, 1981). As with many other colonial regimes in 
SSA, much of the British administration’s efforts went into creating the necessary 
conditions to fulfill British trade interests. Ghana’s cash crops, especially cocoa, mineral 
and timber exports were in high demand back in Europe, and the colony was expected to 
serve Britain’s needs. The government spent heavily in infrastructure – such as but not 
limited to: habours, wharves, road systems, rail roads, administrative centres and health 
facilities– in order to foster the conditions to push private capital to invest in the export 
economy (Songsore, 2011). Yet since these industries were only based in the southern 
regions of the country the Northern Territories were left without this infrastructure 
development (Konadu‐Agyemang, 2000). For example, in 1927/1928 only 38 hospital 
beds were located in the Northern Territories, despite having 28% of the Gold Coast’s 
population. The main colony area, in contrast, had 28 hospitals (Patterson, 1981).  
The export activity was also greatly dependent on the cheap migrant labour 
brought in from those of the North. Workers of one of the three northern ethnicities could 
be paid half of what was common for others, such as the Ashanti’s, something that 
Songsore (2011: 74) describes as an interregional division of labour. More over, the lack 
of infrastructural development (such as education, health, roads and railways) in the 
Northern Territories, often attributed to a lack of interest by the colonial regime due to 
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poor environmental conditions for cash crops, may have been more calculated. 
Songsore’s primary research in Northern Ghana suggests that it was not the lack of 
resources in the North which led to the low investment, but was deliberate decision made 
to maintain the vital need for Northern labour in the South. With the out-migration from 
the North, the colonial era on the whole widened inequalities between the North and the 
South, leaving the North economically depressed (Songsore, 2011: 77). 
 
2.3.2 Independence, Structural Adjustment and the Present Day 
Ghana gained independence from the British in 1957, becoming the first SSA 
country to achieve this feat. However, much of the economic activities remained 
relatively similar in spatial structure to that of the colonial era. Most political decision-
making and economic activity was highly centralized to the nation’s capital of Accra. A 
separation between the north and south (and the urban and rural) that was set in motion 
with the colonial era was continued in the post-independence times, and “the process of 
stratification in social space also became a process of stratification in geographical space” 
(Songsore, 2011: 154). There were some attempts at counteracting this: post-
independence policies under Nkrumah universalized free education and health care, and 
created roads and some social infrastructure in the North (Konadu-Agyemang, 2000). 
While this saw a rise in literacy rates and reduction in infant mortality rates (Ray 1986), 
the overall prospects for those in the Northern Region and the Upper Regions in 1970, as 
measured through the Physical Quality of Life indices (a blend of the literacy rate, infant 
mortality rate and life expectancy at the age of one year) was about 25% of those living 
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in Accra (Boateng et al., 1990). For the most part, little was done to redress the 
inequalities of the past and the rural north continued to be largely ignored for more 
profitable investments in the south and the rise of an urban social class (Songsore, 2011).  
During the 1970s and 1980s, Ghana, like most SSA countries, was close to 
collapsing into bankruptcy. Arguably, much of this problem was rooted in the colonial 
underdevelopment and an economy geared towards production for export (gold, cocoa) 
and thus relying heavily on having to import that which it does need. An overvalued 
currency, political instability, corruption and inept leadership, and unfavourable terms of 
trade made this worse (Konadu-Agyemang, 2001). In 1983 the IMF and World Bank 
were called into Ghana to offer support and to fix the economic crisis; in exchange for 
large loans they prescribed a package set of actions known as Structural Adjustments 
Programs. These included currency devaluation, reducing inflation, downsizing the 
public service, privatization of public goods, export promotion, and drastic cutbacks on 
health and welfare (Konadu-Agyemang, 2000).  
The impacts of Structural Adjustment are widely debated. While reducing 
inflation rates and creating consistent GDP growth on the macro level, the micro level 
impacts were very harmful for many (Konadu-Agyemang, 2001). Many became 
unemployed and poorer, simultaneous to cuts to public welfare, which previously would 
have supported them. The health sector, for instance struggled tremendously during the 
era of SAPs in Ghana. Staff layoffs and salary reductions caused an exodus of well-
trained medical personal to countries in better economic condition. Those who stayed 
were left to “borrow” supplies for personal use and take on second or third jobs to make 
ends meet (Oppong and Toledo, 1995). Ghana eventually implemented a user fee system 
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to try to regain costs and discourage overuse of the system. This fee for service system 
became commonly referred to as ‘cash-and-carry’, and as a reaction to its implementation 
many postponed or went without treatment altogether (Waddington & Enyimayew, 
1989). The impact was much more detrimental for the rural poor, leaving them with little 
choice but to seek help from services traditional practitioners or self-treatment (Anyiman, 
1989). The government no longer covered routine procedures, such as blood screenings 
or the diagnosis of STDs. Together, there was increased spread of infectious diseases 
(Oppong, 2001; Turshen, 1999). Though the health care system was struggling all over 
Ghana, spatial inequalities persisted. There was considerably more political support for 
hospitals and other health programs urban-based locations. By consequence, deeper cuts 
were made to rural based health centres in order to support the urban programs. Coupled 
with the rising cost of fuel which deterred workers from traveling, rural residents were 
relatively neglected by the health care system (Oppong, 2001), while rural area’s share of 
the poor increased under Structural Adjustment (Konadu-Agyemang, 2001). 
After 16 years of Structural Adjustment, Ghana had a consistent GDP growth of 
4-6%, real per capital growth rates of more than 2%, attracted international foreign 
capital in telecommunication, banking, mining and infrastructure. Yet it borrowed so 
extensively, it was also listed among the 41 highly indebted countries (HIPC) of the 
world.  Much of the export revenues went towards debt servicing (Konadu-Agyemang, 
2001). Although this rate had dropped significantly by the turn of the 21st century, “the 
debt commitment is far too high and has greatly eroded the ability of the state to cater for 
educational, health and other needs” (Konadu-Agyemang, 2001: 27). Another 
consequence of this era was that further cemented the vertical monolithic power structure 
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of the nation. Decision-making is highly focused in the capital, Accra, with little power 
given to regional and district levels. The primacy of the Greater Accra Metropolitan Area 
over other areas of the country means political decisions underpin intensifying spatial 
inequalities (Songsore, 2011).  
 
2.3.3 The Upper West Region  
The Upper West Region (UWR) is the youngest region in Ghana, segmented out 
of the former Upper Region in 1983 in a bid to enhance the area’s development with 
more local governance. As shown in Figure 2, it is located in the Guinean savanna 
vegetation belt in the north western corner of Ghana and bordered by Burkina Faso to the 
north and west flanks and spans an area of 18,476km2, approximately 12.7% of Ghana’s 
total land mass (Ghana Statistical Service 2005). As of 2010, the UWR had a total 
population of 702,110, 48.6% male and 51.4% females (Ghana Statistical Service, 2013) 
and is the least developed region in the country with 17.5% of the total population 
characterized as urban, compared to national average of 51% (Ghana Statistical Service, 
2010). The major ethnic groups are the Dagaba, Sisaala and Wala all of which represent 
the three major religious groups of the Christians, Muslims and Traditionalists.  
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Figure 2: The Upper West Region of Ghana 
 
 
 
The UWR constitutes one of the three regions of the north of Ghana which has 
historically been underdeveloped, along with the Upper East Region and the Northern 
Region. Even in present day, as Ghana has become a wealthier and successful nation, 
poverty in the three regions remains out of synch with the rest of the country. There has 
been an increasing share of the nation’s poor living in the north, from 32.6% in 1991/2, to 
36.6 % in 1998/99, to 49.3 % in 2005/06, according to the Ghana Living Standards 
Produced by the Cartographic Section, Department of Geography, Western University, 2012 
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Survey. Hence, “while the rural savannah areas in 2005/2006 accounted for only one 
fourth of the population, they accounted for half the poor” (Coulombe & Wodon, 2007: 
10). The UWR also has the country’s lowest proportion of rich. The regional distribution 
shows that Greater Accra region has 64% of the population in the highest wealth quintile, 
while the UWR has less than 4% of its population in the highest wealth quintile (GSS, 
GHS and ICF, Macro 2009). 
Agriculture (including items such as maize, millet, groundnuts, shea butter, and 
rice) is the primary economic base of the UWR with over 80% of the population 
depending on subsistence farming for their livelihoods (Songsore & Denkabe, 1995). 
Though, recent years have witnessed increasingly dry and unpredictable weather, leading 
to desertification in the region. The result of which has been declining agricultural yields, 
intensifying seasonal hunger and exacerbating already dire levels of deprivation (IMF, 
2012; Songsore, 2011). As a coping strategy, many of the region’s young men are 
migrating to the south in search of more fertile farmlands and profitable commercial 
work (World Bank, 2011), echoing the labour migration of the colonial era (Songsore, 
2011). This migration in order to send remittances – both monetary and food – back to 
family in the UWR has become a necessary survival strategy for many back home 
(Abdul-Korah, 2007; Kuuire et al., 2013). 
These aforementioned economic issues of the UWR have become embroiled with 
social issues in the region. Foremost amongst these is the imbalance in traditional male 
responsibility as the household breadwinners. As both farmland and employment 
opportunities in the UWR have dried up, this has threatened the patriarchal identity of the 
male as the household figurehead. This has been linked to increasing abuse of akpeteshie 
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(a locally brewed highly potent gin) as a coping mechanism (Luginaah & Dakubo, 2003). 
Akpeteshie abuse has in turn been found to lead men from the UWR to higher chances of 
violent and negligent behaviours, further burdening female family members with an 
increasing responsibility especially for child, food and health related expenses (Luginaah, 
2008).  
This change has worrying implications in the UWR, especially in this patriarchal 
and patrilineal2 context. Women in the UWR have a steeply lower rate of landholdings 
compared to women of other regions (see Table 1), meaning that their economic 
wellbeing often tied closely to their male partners. As well, once resources have been 
brought into the household, cultural gender norms stipulate who possesses ownership and 
the decision making power over how certain resources are to be used. In the non-waged 
context of subsistence agriculture, as in the majority of the UWR, this often translates to 
gendered norms around crop production, where incomes from “male crops” and “female 
crops” are put to different uses (Haddad & Hoddinott, 1994). Yet men, regarded as the 
household decision makers, may often take custody of any income from farm proceeds. 
Even among women engaged off-farm activities, the husband frequently has access to his 
wife’s financial income (Buor, 2004). Due to these asymmetrical relations between men 
and women within the household, Ghanaian women are expected to bargain with their 
husbands to contribute to household health care payments. When bargaining fails, 
strategies such as withholding cooperation on other tasks or ‘reporting’ the man to the 
                                                 
2
 Much of Southern Ghana utilizes a matrilineal inheritance tradition, explaining the much higher rates of 
landholdings for women of the south.   
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elders may be necessary (Tolhurst & Nyonator, 2006; Tolhurst et al., 2008). Yet as 
employment for males dries out, migrating to southern regions becomes more popular, 
and abuse of akpeteshie a sad reality, questions remain as to the implications for 
women’s ability to procure resources for health care from their partners.   
Table 1: Distribution of Female Landholders by Region 
Region % Female Landholders 
Western  54 
Ashanti 48 
Brong Ahafo 44 
Greater Accra 43 
Central 42 
Volta 32 
Upper East 31 
Eastern 30 
Upper West 4 
Northern 2 
National Total 38 
Adapted from Ghana Ministry of Agriculture (1991), Songsore (2011) 
 
The poor educational attainment of those in the UWR is, like other issues, linked 
to the underdevelopment of the region by the colonial regime. While formal education in 
Southern Ghana started in the 1800s, officials did not open schools in the Northern 
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Territories until the 1900s. Still, only after much pleading was a school opened Wa 
(UWR regional capital) in 1917. For many decades following, the demand for school 
placements far outpaced the spots the government made available (Thomas, 1974). 
Education rates in the region have improved a great deal over recent years, though the 
UWR still remains far behind the rest of the country. While in 1988 81.7% of women in 
the UWR had no education, this had decreased to 67.9% in 1993, and the most recent 
Demographic and Health Survey (GSS, GHS and ICF Macro, 2009) puts the rate at 54%. 
Men in the UWR only fair slightly better with educational achievement, with 56.9% 
having no education in 1993, decreased to 41.1% in 2008. These rates are still much 
higher than the national 2008 averages (31.3% for women and 22.3% for men), and the 
UWR has the highest rates of children dropping out of school in all of Ghana (GSS, GHS 
and ICF Macro, 2009).  
Echoing health resource scarcities from previous era, the UWR remains under-
serviced, though there has been much improvement. The UWR has four government run 
hospitals, two Christian run hospitals, two Islamic run hospitals and one private hospital.  
However, given the predominantly rural landscape of the region, the majority of primary 
care occurs at clinics and CHPS compounds (small government run health clinics with 
very limited supplies and equipment, located deeper in the rural regions, usually with a 
single nurse on staff who lives on the premises). In total the UWR has 81 clinics and 39 
CHPS compounds distributed throughout the region (Ministry of Health Ghana, 2010). 
The UWR has the lowest total number of physicians (17) as well as the lowest ratio of 
physicians to population (1:40,144). This is almost eight times worse than Greater Accra 
Region with one physician per 5,073 persons (Ministry of Health Ghana, 2011).  
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As with Ghana as a whole, malaria is by far the top cause of both hospital 
admissions and outpatient morbidity. The UWR holds the dubious title of having the 
highest rates of infant mortality (97 per 1,000 live births, national average is 50) and 
under-five mortality (142 per 1,000 live births, national average is 80) in Ghana. Linked 
closely to land degradation and seasonal starvation, nine out of every ten children in the 
UWR are anemic and 14% are wasted – both of which represent the highest rates in 
Ghana (GSS, GHS and ICF Macro, 2009). Additionally, a lack of official communication 
interventions and regionally high rates of illiteracy are perpetuating poor understandings 
and the spread of disease in the UWR (Mkandawire et al., 2013).  
In sum, the geographic context for this research project – the UWR – is one that 
must be understood in a long history of stratification and underdevelopment. The present 
day realties for the region are deeply rooted in a history of neglect and spatially uneven 
development in the country. This has had profound implications not just for the 
prosperity of the region, but also for the development of its health care system, the 
overall health of the regions population, and the gender stresses it now confronts. 
Coupled with the degrading land issues and declining crop yields, these starkly different 
health realities of the UWR set the stage for the region’s introduction to the National 
Health Insurance Scheme, outlined in the next section.   
 
2.4 Ghana’s Health Sector 
Like most other SSA countries, Ghana’s health care system operates through four 
categories of delivery: public, private non-profit, private for-profit and the traditional 
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system (Arhinful, 2009). While the Ministry of Health (MOH) is the highest level of 
governance for all these categories, the Ghana Health Services (GHS), established by the 
Ghana Health Service and Teaching Hospitals Act 525 1996, is only responsible for the 
administration and management of state owned hospitals and other health facilities but 
excluding teaching hospitals and quasi-state institutions such as the universities and 
security services.  
Administratively, GHS is organized at three levels: the national, regional and 
district levels. Functionally, GHS is organised at five levels: the national, regional, 
district, sub-district and community levels. (Ghana Health Services, 2013). At the 
regional level, the District Health Management Team (DHMT) as well as the Public 
Health division of the regional hospital deliver curative services to the regional hospitals 
and public health services. District hospitals serve an average population of 100,000–
200,000 people in a clearly defined geographical area. The district hospitals are the hight 
of specialization in a region and therefore should offer more skilled and competent staff 
than those of the health centers and clinics. At the district level, curative services are 
provided by district hospitals. At the sub-district level both preventive and curative 
services are provided by the health centers. The health center is the traditional first point 
of contact for persons with the health care system. Usually serving a population of about 
20,000, it is staffed with specialists in midwifery, laboratory services, public health, 
nutrition, etc.  
Despite the above, access remained a problem for many citizens with more than 
70% of all Ghanaians more than 8 kilometers away from the nearest health provider in 
2001 (Ministry of Health Ghana, 2012). In 2003 came the introduction of the 
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Community-based Health Planning and Services (CHPS) strategy which are intended to 
provided out-reach services to communities, and basic preventive and curative services 
for minor ailments at the community and household levels (Ghana Health Services, 
2013).  
The dispersion of health facilities and staff is greatly dependent on geography. 
There are incredibly higher numbers of private hospitals and clinics in the Greater Accra 
Region and in the Ashanti Region (the two most urbanized regions) than the less 
developed north – far more than is proportional to population. For instance, the Greater 
Accra Region has 79 private hospitals (56,576 people per hospital) while the three 
regions of the north together have one (4,108,816 people per hospital). The Greater Accra 
and Ashanti Regions also have far lower ratios of doctors to populations than the other 
regions of the country (as of 2009: 5,103 and 8,288, respectively). These numbers are 
astounding compared to the ratios of the Upper West, Upper East and Northern Regions 
(47,932, 35,010 and 50,751, respectively). The north has seen improvements in the ratio 
of nurses to population. For example, the Upper West’s ratio has dropped from 1,860 in 
2003 to 750 in 2009 thanks to an almost tripling of the nursing staff. However, this 
increase in nurses should be understood as a provisional solution, which does not address 
the full medical needs of the region (Ghana Health Service, 2011).  
The country’s expenditure on health as a proportion of the Gross Domestic 
Product (GDP) actually fell between the years 2000 and 2006 from 7.2% to 5.1% (in 
comparison Canada’s rose from 8.8% to 10.0%). As well, the general government 
spending on health as a proportion of total expenditure on health fell from 41.4% to 
34.2%. General government expenditure on health as a proportion of total government 
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expenditure fell from 10.8% in 2000 to a mere 4.4% in 2006. Simultaneous to this private 
health expenditure rose from 58.6% to 65.8%, as did external resources for health as a 
proportion of health expenditure (9.5% to 22.6%) (WHO, 2009). However, Ghana ranks 
well internationally in terms of financial risk protection. According to the World Health 
Organization, only 47 countries fall below the important threshold of less than 15% out 
of pocket health expenditure as a proportion of total expenditure – Ghana is one of these 
countries (WHO, 2012). More on the reasons for these advances will be discussed in the 
next section.  
 
2.5 Ghana’s National Health Insurance Scheme 
Ghana’s user fee based health care system, commonly known as cash-and-carry, 
was widely disliked throughout the country. Although it was obviously more directly 
harmful to the poor, richer members of society were constantly being called on to pay for 
poorer relatives every time a health problem emerged (Agyepong & Adjei, 2008). Thus, 
campaigning on a platform to get rid of the unpopular system, the New Patriotic Party 
successfully won the 2000 election, and began drafting the health insurance policy with 
the objective to “secure the implementation of a national health insurance policy that 
ensures access to basic healthcare services to all residents” (National Health Insurance 
Act 2003, Act 650, Part I, Section 2).  
In line with this objective, the NHIS was specifically designed to be a ‘pro-poor’ 
policy. First, because premiums are heavily subsidized by the other revenue sources and 
therefore much lower than market value. Second, the NHIS has targeted payment 
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exemption policies, designed to encourage enrolment and alleviate cost burden for more 
vulnerable members of society. The elderly, children, social security contributors and 
pensioners, are all exempt from premium payments; the extreme poor (indigents) and 
expectant mothers are exempt from premiums, card processing fees and renewal fees 
(NHIA, 2012). While the ‘pro-poor’ narrative is an important framework of the NHIS, 
serious questions have been raised about its effectiveness, as will be further discussed 
below. 
Health insurance was not completely foreign to the Ghanaian people, even the 
poor. Various pockets had emerged over recent years where church groups, or proximal 
villages had banded together to create mutual or community based health insurance 
schemes, with some success. Embracing the benefits of a more localized solidarity 
network, the NHIS was designed to be administered at the district level. Hence, each 
district holds its own health insurance scheme, which is given the regulation, 
infrastructure and financial support from the national level (Agyepong and Adjei, 2008). 
Premium rates are also set at the district level. The UWR has eight schemes – Wa 
Municipal, Wa West, Wa East, Sissala West, Sissala East, Nadowli, Lawra, and 
Jirapa/Lambussie. The problem with the DMHIS model is that it created a risk pool that 
was geographically based, and in Ghana geography and poverty often go hand in hand. 
As Saleh puts it, “these small risk-pooled groups cannot address the concerns that the 
poor raise about their coverage… Accountability exists on paper, but their efficiency is 
questionable” (Saleh, 2012: 107). These District Mutual Health Insurance Schemes 
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(DMHIS) were later abolished for a fully centralized NHIS with the passage of the 2011 
National Health Insurance Bill3. 
The overall implementation, operation and management of the NHIS depends on 
the National Health Insurance Authority (NHIA), established under the National Health 
Insurance Act 2003, Act 650. The NHIA operates under the Ministry of Health, but 
separately from the service providers – a feature that is meant to disentangle the service 
and payment aspects of health care in theory to keep corruption to a minimum and ensure 
the best market value for health care. Figure 3 outlines the relationship of the NHIA to 
the rest of Ghana’s health system.   
Figure 3: Ghana’s Health System 
 
                                                 
3
 During data collection for this study the DMHIS were still in existence.   
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Revenue for the scheme is obtained from multiple sources: a general goods and 
services tax of 2.5% known as the National Health Insurance Levy; contribution from 
formal workers from their pension fund; funds allocated by parliament, money that 
accrues from investments; grants or donations; and fees and premium charges to informal 
members (NHIA, 2012). Unlike private schemes, only a very small fraction of the 
revenue is derived from premium payments (about 5%), with an increasing proportion of 
the revenue coming from the general goods and services tax, the National Health 
Insurance Levy (Schieber et al., 2012). The scheme differentiates between formal and 
informal members, with the former granted free enrolment (due to contributions through 
their pension fund) and the latter required to make annual premium payments (despite 
heavy government and general tax input into the program). Though technically the law 
requires all Ghanaian citizens to be enrolled in some form of health insurance coverage, 
in practice this rule has never been enforced and many citizens are without coverage of 
any kind (Witter & Garshong, 2009). These individuals must therefore pay out-of-pocket 
at the health facility for treatment, meaning that by consequence, the cash-and-carry 
system still lives on. One of the results of this is a health care system constituted by 
multiple payers: the NHIS, private insurance and cash-and-carry.  
This layers complexity on top of the various owners of health care facilities 
throughout the country. While NHIS cardholders may only receive coverage at NHIA 
accredited facilities, these are mainly (55.2%), though not exclusively, government run; 
there are also private, mission and quasi-government ownership of NHIA accredited 
facilities (NHIA, 2011).  
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Once operational (beginning in 2005) the scheme’s enrolment rates began 
increasing rather quickly, which government officials proudly touted as evidence of its 
success. Starting with 1.3 million enrolled members in 2005, this increased to 14.5 
million by 2009 (or 62% of the population) and a reported 18 million in 2010 (NHIA, 
2010; NHIA, 2011). Yet independent observers were critical of these statistics. Not only 
do they vary largely by region, gender, ethnicity, and wealth, amongst other important 
factors (Dixon, Tenkorang & Luginaah, 2011) it was also suggested that the NHIA’s 
calculations for the active membership (i.e., the portion of registered members with up-
to-date premium payments and card renewals) overestimate active membership by 
improperly tracking membership identification cards. A report by Oxfam International 
suggests that “the official figures used by Ghana’s NHIA are exaggerated, highly 
inaccurate and misleading” (Apoya & Marriott, 2011: 23) and that enrolment rates may 
actually be as low as 18% of the population when non-renewals are taken into account. 
However, the Demographic and Health Survey suggests the 2008 rate is actually closer to 
30-40%, depending on respondent’s gender (Dixon, Tenkorang & Luginaah, 2011). More 
recently, the NHIA has revised its methodology for calculating active memberships 
putting the 2011 national rate at 33% of the population (see Table 2), or 8.1 million 
people (NHIA, 2012). Regional differences in enrolment rates are wide (range 24.6-
50.9%) and have remained fairly consistent over time and various measures.  
 
  
45 
 
Table 2: Active membership in NHIS as percent of population by region in 2011 
Region % of Population, 2011 
Upper West 50.9 
Brong Ahafo 45.9 
Upper East 45.3 
Ashanti 37.8 
Eastern 36.0 
Western  32.2 
Volta 29.0 
Greater Accra 25.6 
Northern 25.5 
Central 24.6 
National  33.0% 
Source: NHIA (2012) 
 
Not only have enrolment rates increased but so too has the utilization of health 
services; Ghanaians are using health care more than ever before. Studies are building to 
show evidence that NHIS members are more likely to use health care, and in a timely 
manner (Dixon et al., 2014; Sekyi & Domanban, 2012; Aboagye & Agyemang, 2013; 
Sulzbach et al. 2005; Health Systems 20/20 2009). Perhaps more importantly, when the 
poor are enrolled in the NHIS they are more likely to make use of health care than their 
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uninsured counterparts. Put together, this suggests the NHIS is having a positive impact 
(Saleh, 2012).  
However, deeper analysis raises some alarms. Studies have found that despite all 
the pro-poor elements built into the scheme getting the poor enrolled still remains a key 
challenge of the NHIS. The basic conclusion of these studies is that the rich are far more 
likely to enroll than the poor (Asante & Aikins, 2008; Dixon, Tenkorang & Luginaah, 
2011; Health Systems 20/20, 2009; Jehu-Appiah et al. 2011; Sarpong et al., 2010; Witter 
& Garshong, 2009). For instance, Saprong et al.’s (2010) study in the Ashanti Region 
found the wealthy almost five times more likely to enroll that the poor, though they note 
this may have been exasperated by the poor living in more rural areas. Jehu-Appiah et 
al.’s study in the Central Region and Eastern Region also finds “compelling evidence of 
inequity in enrollment” (Jehu-Appiah et al., 2011: 162) between the poor and the rich. 
The authors also found that religious affiliation, an education above primary school, 
female-headed household, employment, rural residence all increased the likelihood of 
enrolment. Further, Dixon, Tenkorang and Luginaah (2011) found that at a national level, 
even when controlling for other relevant variables, men and women who were of the 
richest wealth quintile were more likely to be enrolled (2.73 and 2.15 times respectively) 
than their poorest counterparts 
Despite the heavily subsidized premiums, the evidence suggests that price can be 
a large barrier for the poor (Jehu-Appiah et al., 2012), and identifying the core-poor for 
premium exemptions is theoretically challenging (Aryeetey et al., 2010 Aryeetey et al., 
2012) and seems to be granted on an “ad hoc” basis (Schieber et al., 2012: 134). If 
inequalities in enrolment continue to permeate the NHIS, this raises serious questions 
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about the role of public spending into the NHIS: why is the public system subsidizing the 
rich? In essence finding a way to make the system more equitable is essential to the very 
foundation of the NHIS and the original principles it was created on.  
Furthermore, despite our knowledge that gender is a primary factor in access and 
utilization of health care in Ghana (see Buor, 2004) the influence of gender on NHIS 
enrolment has been largely under-studied thus far. A study conducted in neighboring 
Burkina Faso on an individual’s willingness to pay for Community Based Health 
Insurance concluded that gender is a primary influencer (Dong et al., 2003). This is 
especially so in light of differing social gender roles which make a difference in both 
income (men’s access to higher income, such as farming cash crops) and expenditure 
(obligatory household spending such a food, items for children), both with profound 
implications for access to health care in Ghana (Tolhurst & Nyonator, 2006; Tolhurst, et 
al., 2008). Indeed, Dixon, Tenkorang and Luginaah (2013) found that gender was a key 
determinant in perceptions of the NHIS service provision and mediated the influence of 
wealth. Gender should then be an important consideration when looking at barriers to 
enrolment in Ghana’s NHIS.  
One piece of this puzzle to understanding the overall inequities in the NHIS is to 
appreciate the barriers to enrolment in Ghana’s UWR. The mere fact that a region that 
has endured of decades of underdevelopment and pervasive deprivation has the highest 
enrolment rates in all of Ghana suggests to us that enrolment is not just about simplistic 
economic explanations. If this were the case, the UWR would not have such 
comparatively high enrolment rates. And although the UWR has a poorer population 
compared to the rest of the country and fewest proportion of the wealthy (GSS, GHS and 
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ICF Macro, 2009) there are simultaneously higher levels of inequality in enrolment than 
who are living in the south (Dixon, Tenkorang & Luginaah, 2011). A deeper 
understanding of both the drivers and barriers to enrolment is key. Understanding more 
about enrolment in the UWR will provide insight into policy making for an equitable and 
accessible health insurance project throughout the rest of the nation. 
 
2.6 Summary 
This chapter provides background information on three areas, which together 
form the foundation of this research project. First, this chapter has explored the historic 
evolution of thought on the role of health care in development and developing countries. 
While the emphasis of primary health care has ebbed and flowed over the decades along 
with shifts in economic narratives, the present day amalgamation of health and 
economics into one paradigm (recognizing that ill health and poverty are tightly related) 
has equipped the international community to embrace health care for the world’s poor as 
a necessity and not a luxury. This in turn has laid the groundwork for the surge of interest 
in alternative forms of health financing, most notably health insurance schemes.  Second, 
this chapter explored this long history of stratification and unequal development in 
Ghana, helping the reader to understand a milieu of inequalities faced by the residents in 
the UWR. This section also provided a review of the subsequent health and gendered 
challenges of the UWR. The chapter concludes with a review of the implementation and 
organization of Ghana’s National Health Insurance Scheme, the wide regional differences 
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in enrolment and outlined its challenges in enrolling poor members of society, despite 
many ‘pro-poor’ elements built into the scheme.   
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Chapter 3  
3 METHODS 
3.1 Introduction 
While there are many advantages to the integrated manuscript style of thesis, 
there are also drawbacks. Namely, due to journal style preferences and word maximums, 
authors are limited in the amount of information that may be included in each manuscript 
and have to make decisions in where to cut. This was certainly the case when crafting the 
work for this thesis and as such much of the detail and philosophical underpinnings have 
been left out of the manuscripts. Additionally, since the study was conceived and 
conducted as a whole (and not three separate manuscripts) reading each methods section 
separately can give a poor understanding as to the entirety of the research process. Thus 
the goal of this chapter is two fold: first, it allows more space to outline the methods 
conducted for my dissertation (i.e. once in the field, how was the data collected?); and 
second, to make clear to the reader the connection between the epistemology, theory and 
methodology that shaped this dissertation, why this resulted in mixed methods and 
ultimately how this fits into larger trends within health geography. Both of these points 
would otherwise be limited in an integrated manuscript style of thesis.  
 
3.2 Study Design 
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Given the inherent complexity of assessing dynamics of health insurance 
enrolment, especially within the focus of gender inequalities, a mixed methodological 
approach of qualitative and quantitative methods were utilized (see Figure 4). Ethical 
approval for the study was obtained from the Non-medical Research Ethics Board of the 
University of Western Ontario (see Appendix). 
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Figure 4: Study Design 
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I arrived in Ghana to begin my fieldwork in May 2011. Thanks to pre-established 
contacts both in Accra (the national capital where one travels in and out of) and in the 
UWR there was relatively little lag time from my arrival to the start of the study. Dr. 
Sylvester Galaa of the University of Development Studies (UDS) (located in Wa, UWR) 
was my primary local contact in the UWR and took many measures to ensure success of 
my research project. Foremost among these measures, Dr. Galaa recruited 12 of his top 
students undergraduate and graduate students within UDS to work with me as Research 
Assistants. The great efforts of these RAs have proved to be a key element in the quality 
of the entire project. 
During my first week in the UWR my supervisor, Dr. Luginaah, was also in the 
UWR and was therefore able to assist me in RA training. Training was conducted in a 
local hotel over the course of two days. The RAs and I were able to become comfortable 
working with each other (building rapport) and, importantly, the RAs were familiarized 
with the survey questionnaire. During the course of the training we would dissect the 
meaning behind the questions, discuss how to translate the questions into the local 
dialects (ensuring quality and consistency in translation) and the RAs gave feedback on 
the questionnaire. RAs were given time to play-act the interview process, learning how to 
build rapport with participants, and become fluid in their questioning. Play-acting also 
included acting out certain ethical dilemmas and a discussion as to how to appropriately 
deal with these situations. They also all signed confidentiality agreements. Together this 
ensured that the RAs would adhere to the University of Western Ontario’s research ethics 
guidelines. Finally, we divided the RAs into territories from our sampling frame. Their 
64 
 
territories were largely based on a) their language skills (ability to speak the local dialect 
of the area) and b) family or friends in that area. Due to the poor road conditions and 
large terrain of the UWR travel can be difficult. Therefore it was important that the RAs 
had a support network in the area should they want to spend an extended period of time 
there.  
In the first phase of the project, a draft of the survey questionnaire was provided 
to 17 key informants in the Upper West Region (UWR). Each individual provided 
comments to make the survey more relevant and culturally appropriate, edits were 
subsequently made before printing of the final survey. A random sampling strategy was 
used to select clusters from a sampling frame obtained from Ghana’s most recent 
population and housing census. In each selected household, the adult aged 18 or older 
whose birthday was closest to the study date (O'Rouke & Blair, 1983) was sampled to 
answer a face-to-face survey interviewed administered by an RA. The survey 
questionnaire was administered to a total of 2119 male and female adults throughout the 
UWR. The survey collected information on NHIS enrolment, demographic, 
socioeconomic, behavioural and subjective evaluation of the NHIS in order to gain a 
generalizable understanding of what the relationships were between poverty, gender and 
other socio-demographic elements and NHIS enrollment. Data from the surveys were 
inputted into the computer as the surveys were completed. By consequence, the answers 
to the surveys (especially the open ended questions on the questionnaires) were 
influential in shaping the questions asked during the qualitative section of the research 
project.  
65 
 
The qualitative component of the research began approximately one month after 
the survey collection began and continued after it was completed. Together, this phase 
consisted of 17 focus group discussions (totaling 211 participants) and 26 in-depth 
interviews. The goal of the qualitative phase was to provide an in-depth understanding as 
to why there were differences in rates of enrolment and to gain a better understanding of 
how gender and the political ecology of the UWR underpins issues of access to the health 
insurance. Roughly speaking, the qualitative phase can be divided into two parts: first, a 
primary emphasis on focus group discussion (approximately June-August, 2011) and 
second, a primary emphasis on in-depth interview (approximately October-December, 
2011). Between these two phases I traveled to Canada in order to carry half of the 
surveys back with me (the other half to follow in December) and to speed up the data 
input. This also allowed for some preliminary analysis of the data (both the quantitative 
and qualitative data) and a sense reflection before going back into the field.   
Of the 12 RAs who had worked on the quantitative portion of the study, three 
worked with me on the qualitative phase of the study. These three were chosen for a few 
main reasons: 1) geographic dispersion (their familiarity with certain geographic terrains 
in the UWR); 2) their enthusiasm to continue working on the study; and most 
importantly, 3) I had built a particular sense of trust and rapport with them.  
The focus groups and interviews were led by myself and simultaneously 
translated through a research assistant fluent in Dagaare and Waali (the language of the 
participants). A checklist of topics (semi-structured open-ended questions) guided the 
focus groups and interviews. Before going into any focus groups or interviews we would, 
one-on-one, practice what these focus groups/interviews would look like. I have learned 
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that interviewing is as much an art as a science, and getting the right tone, tempo and 
comfort level takes practice. Re-learning this skill working in tandem with someone who 
was translating for me was an important step in the research process. The RA had to 
understand my intentions with every question so that translation could be done accurately 
both to the participants and back to me. This is a skill that takes practice, and one of the 
other reasons why it was important to keep the RAs working on the qualitative phase of 
the study to a minimum. Though this somewhat slowed down by the translation process, 
the focus groups and interviews nonetheless remained ‘conversational’, with much back-
and-forth discussion between participants and myself.   
Recruitment for the focus groups involved two steps. First, contact was made with 
village chiefs for preapproval and then contact with a local for broadcasting the time and 
purpose of the focus group. Participants were always made aware by the researcher of 
their right choose participation. Interview participants were similarly recruited but with 
individual contacts already established within villages, and with key informants such as 
village chiefs, community health workers and NHIS staff. All focus groups were 
conducted outdoors under trees, were grouped into either male or female groups in order 
to provide social comfort to participants, and averaged approximately one to one and a 
half hours in length. The interviews were conducted indoors in privacy and the 
participants were assured of their anonymity. Interviews varied greatly in length, between 
one half hour to three hours. All focus groups and interviews were digitally recorded, 
with consent of the respondents. A hired (trusted) Ghanaian transcribed the audio 
recordings into Microsoft Word documents.  
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The results from quantitative portion were analyzed via the computer software 
program STATA 13 SE. More details on the specific analyses are available in Chapters 4 
and 5. The qualitative data was analyzed through multiple steps. First, I as the primary 
researcher kept a field notebook with me during all times in the field, and made detailed 
reflections before and after each focus group or interview. As ideas began to emerge in 
the research I could make these connections through my notebook, as well it ensured I 
would not forget substantive details that would not be captured on the audio recording. 
Second, once back in Canada I listened to all the digital audio recordings once again, in 
order to re-immerse myself in the data.  Third, an analysis of the data was conducted 
through an inductive model where the observations largely guided the theory generation. 
Following Strauss and Corbin (1990), I conducted line-by-line coding to produce textual 
elements that provided a means for explaining the data. As the data was carefully put into 
themes and sub-themes, the key categories under each theme were reviewed several times 
in order to ensure that concepts pertaining to the same phenomena were coded in the 
same category. The term ‘theme’ is used as data groups around a central theme or issue 
(Deacon & Baxter, 2013).  
As the lead author, also having conducted the focus groups and interviews, I did 
the majority of the analysis, with the assistance of a Canadian research assistant to ensure 
consistency in coding. The transcripts from both focus groups and interviews were 
analyzed using the same coding scheme, thereby allowing for the identification of 
similarities and differences across and between groups. Importantly, the analysis of both 
quantitative and qualitative data occurred simultaneously meaning that the findings from 
one method gave insight into the other as the analysis unfolded.   
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3.3 Theories and Methodology 
While many researchers paint mixed methods as a dualism between quantitative 
and qualitative methods, this is perhaps a poor starting point for this discussion. I say this 
because methodology is the last piece of the research puzzle based on certain 
assumptions that arise much earlier in the research process; methodology (how we find 
information that can be known) must flow coherently from ontological (a systematic 
account of existence) and epistemological (what can be known) assumptions about the 
world (Lincoln, Lynham & Guba, 2011). So, instead of using the quantitative-qualitative 
terminology, I will draw on Sayer’s (1992) framing of the extensive versus intensive 
research design, which better speaks to the underlying assumptions and goals of the 
research, as opposed to just the end product.  
These two types of design ask two different types of questions and therefore use 
“different techniques methods and define their objects and boundaries differently” 
(Sayer, 1992: 242). Whereas extensive research design seeks to find regularities and 
common patterns, distinguishing features of a population, or report on how widely certain 
characteristics or processes are distributed or represented, intensive research design, in 
contrast, seeks to find how processes work in a particular case or area, what produces 
change, why change is happening. As noted by Warshawsky (2014:167), Sayer’s 
extensive-intensive framing is taken by many as a substitute for the quantitative-
qualitative framing; it should not be. Instead, the extensive-intensive lens should be 
understood as less of a question of method and more of a question of the type 
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generalizability achieved, which is rooted in epistemological and ontological 
assumptions.  
Elliott’s (1999) manuscript bearing the title “And the Question Shall Determine 
the Method” was the introduction to a focus section in The Professional Geographer that 
provided an in-depth examination of qualitative approaches in health geography. Elliott 
points out that as health becomes a social science (the ‘cultural turn’ in health geography 
– the article was published right in the middle of the medical/health geography debate) 
and qualitative approaches became more popular, no one was advocating for a 
replacement of quantitative approaches. She argues that the guiding principle is 
appropriateness given the “purpose of the inquiry and the questions being investigated” 
(Patton, 1990:39) that determine methodological appropriateness.  
The “questions” for my dissertation stemmed from the theoretical foundation 
upon which it is built. Though there existed information about the NHIS as a whole 
(national scale), we knew very little about how it was functioning in the UWR, other than 
the aforementioned Dixon, Luginaah and Tenkorang (2011) study that hinted at 
inequalities. Yet, as discussed more fully elsewhere in this dissertation, the need for 
theoretically driven research was clear, and broader knowledge about access to health 
care led me to draw on three theoretical foundations to structure this work: first, the 
behavioural model of access to health care; second, a feminist framework of intra-
household bargaining; and third, a political ecology framework which was further 
developed in the writing process into the political ecologies of health (PEH) framework.  
While each theory provided insight into the question of health insurance access 
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and barriers, each also came with some separate assumptions regarding what can be 
known and how we may know it. For instance, the behavioral model is rooted in post-
positivist notions of truth, focused on individuals and assumes that findings will be 
generalizable across space and time, where the aim of inquiry is explanation. A caveat: 
the behavioral model has evolved quite a bit since Andersen first introduced it in the 
1960s, and now makes space for localized ‘place’ concepts, as well as interpretive 
notions of health which feed-back into an individualized propensity to seek healthcare; 
indeed, the focus of its use in this context is not meant to generate universal laws, but 
understanding of a place-based context of the UWR (see Keating, 2008 for a richer 
discussion of the fusion of interpretivist and positivist approaches). Intra-household 
bargaining, in contrast, draws on a critical paradigm, where a person’s power and access 
to resources within the household are determined by how they ‘stack up’ compared to 
other members of the household. This bargaining process is tightly linked to the material 
reality and social norms that push against it – e.g. gender mediates power within the 
household. Finally, the PEH framework is rooted in the critical/structural paradigm, 
namely the recognition of historical, economic, environmental influences on health. 
Knowledge is gained through a transactional (or “subjectivist”) approach, much like 
interpretivism, but with emphasis on how value mediates all findings. Thus, knowledge 
grows dialectically through historical revision, challenges power structures, and research 
is judged on its ability to erode ignorance (Lincoln, Lynham & Guba, 2011). 
A look to this dissertation’s research questions derived from these theoretical 
perspectives reveals that there are, as to be expected, epistemologically differentiated 
assumptions:  
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1. What are the significant patterned differences between those enrolled in, 
never enrolled in, and those who have dropped out of NHIS?  
2. What are the financial, social and bureaucratic barriers to NHIS 
enrolment? 
3. How and why does gender and patriarchy influence enrollment and ability 
to pay for the NHIS? 
4. What are the community perceptions of the NHIS? How is this shaped by 
the context of rural livelihoods?  
Namely, question one, which seeks patterned difference between certain groups, is 
obviously rooted in post-positivist notions of generalizability (or extensive research, 
according to Sayer, 1992). Since this type of work had never been done in the UWR 
before (a unique context) some ‘generalizable’ facts were sensible, as well as 
theoretically appropriate when trying to understand the determination individual 
enrolment status. Thus, coupled with our queries on gender, financial, and social 
differences in enrolment, a quantitative survey was the logical extension from the first 
research question. On the other end of the scale, question four, which sought out 
community perceptions regarding the NHIS especially in the specific rural context 
(place) of the UWR, aimed not for generalizability, but for depth and personal meaning 
of the participant’s experience with the larger structural forces that comprise the focus of 
this study. In line with Sayer’s (1992) notion of intensive research design, this research 
question begat further questions of ‘why’ and ‘how’ (i.e., to find how processes work in a 
particular case or area, why change is happening, etc.). These questions could only be 
answered through the use of qualitative methods (in-depth interviews and focus group 
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discussions), which provide a forum for exploring the “deeper and more genuine 
expressions of beliefs and values that emerge through dialogue [and] foster a more 
accurate description of views held” (Howe, 2004: 54). In sum, the theoretical basis of my 
dissertation shaped the research questions, which in turn shaped the research methods.  
Before proceeding to the next section, I would like to say a few more words on 
the topic of my dissertation’s theoretical paradigms and why that logically has resulted in 
mixed methodologies. The undercurrent to this is the so-called “compatibility thesis” 
where researchers have been debating if the wedding of methods is epistemologically 
incoherent. A “pragmatism paradigm” has been suggested by some as an alternative 
theoretical paradigm to explain the use of mixed methods without getting too concerned 
with the nitty-gritty of epistemologically questions (Biesta, 2010; Johnson & 
Onwuegbuzie, 2004; Howe, 1988; Maxcy, 2003; Tashakkori & Teddlie, 1998). I do not 
believe that the pragmatism paradigm is of relevance here.  
While the questions for my dissertation stemmed from three theoretical 
foundations, there is a single theoretical thread that runs through this entire dissertation, 
and its resulting research questions. That is to say, this entire dissertation has been built 
around a critical/feminist approach to knowledge, which challenges the status quo, and 
situates the current knowledge within a long history of Ghana and the UWR. Though I 
may draw on different theories to help explain enrolment in health insurance, the 
overarching theoretical framework is that of critical/feminist theory. As such, the 
epistemological and ontological incongruence that may appear above does not really 
exist. Critical/feminist researchers historically have always drawn on a variety of tools 
(both quantitative and qualitative) to help provide an intensive and extensive 
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understanding of the research at hand.  
 
3.4 Mixed Methodologies: Mixed Methods Design 
There has been growing acceptance within health geography (Crooks, 2007; 
Dyck, 1999; Drummer, 2008; Luginaah, 2009) and social science more broadly (Creswell 
et al., 2003; Hanson et al., 2005; Bryman, 2006; Happ et al., 2006; Pavlovskaya, 2006; 
Greene, 2007; O'Cathain, Murphy & Nicholl, 2007; Bryman, Becker & Semoik, 2008) 
towards the use of mixed methods. Having said that, the execution of mixed methods is 
sometimes poorly thought out. Some have reported that it often privileges quantitative 
over qualitative methods. For example, some use qualitative findings as a way of 
illustrating or supplementing a supposedly expert quantitative research design (Giddings, 
2006). As well, Creswell et al. (2003) found that a common rational for mixed methods 
design was “triangulation” where qualitative findings were meant only to confirm those 
of the quantitative data analysis. This, the authors note, was problematic in that it 
privileged a positivistic view on social reality. Alternatively, researchers will use it as a 
form of rigour, saying it provides triangulation, but not provide explanation of why or 
how mixed methods would help to accomplish this (Baxter and Eyles, 1997).  
The well-conceptualized use of mixed methods research, however, can deeply 
enrich a research study. It can help add needed context and multiple truths, “change the 
direction of research, increase reflexivity about disjunctures in different methods, and 
interrogate the generalizable and the particular” (Warshawsky 2014: 165). Warshawsky’s 
use of mixed methods in South Africa, for instance, allowed him to redefine conceptual 
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categories and therefore increase their validity as he proceeded through the study. Mixed 
methods can provide diverse types of data and therefore provide a better understanding of 
the world. This is noted to be especially useful with problems focused around health, as 
one method on its own is usually insufficient for untangling the complexity that is usually 
inherent in it (Creswell, 2009). Mixed methods can, in sum, proved an expanded 
understanding of a research problem.  
There were also some very practical and pragmatic reasons that mixed methods 
research made sense for me – on top of the deeper reasons of theoretical epistemology 
and research questions. First and foremost, this was a very new context for me, and 
though I had done a great deal of reading before heading out into the field, you can learn 
very little until you are there! By this I mean not only was there a limit to the amount of 
documentation (e.g. Ghana Ministry of Health, National Health Insurance Authority, 
District Assemblies of the UWR) available online, as is often the case when doing 
research in developing countries, but there was also a cultural gap. Both of these gaps 
could only be filled on the ground and thus the qualitative research had to complement 
the quantitative research. On the other hand, there were questions that would be raised 
through my qualitative work that could only be answered through quantitative methods 
since the NHIS was so new to the area and information about it was still so limited. For 
example, just generally, what is wealth in the UWR and how can we understand the role 
of wealth as it relates to enrolment? For a more specific example see Chapter 5 where we 
investigate the implications of the NHIS’ three month ‘block out’ policy (an issue that I 
only became aware of through the qualitative portion of the research). Thus, in a very 
practical way, the mixed method design helped me to shade in my knowledge about the 
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UWR and the NHIS as the research proceeded. In retrospect, attempting to only do one-
or-the-other would have been the equivalent of seeing the world without colour.   
 
3.5 Rigour 
All research is subject to the question of rigour. In quantitative work this means 
addressing issues of validity and reliability; in qualitative work this means addressing 
issues of credibility, transferability, dependability and confirmability (though in 
qualitative work the accepted rules surrounding rigour vary widely) (Lincoln & Guba, 
1985; Baxter & Eyles, 1997).  
For the quantitative phase of the research I guarded against threats to rigour 
through a number of different measures. First, through many drafts of the survey 
questionnaire, I sought to ensure we were asking questions that would be meaningful and 
accurate to the people of the UWR, as well as tying into our theoretical constructs. Once 
in the field, the survey was prescreened with 17 key informants who provided feedback 
to, again, ensure that the questions were appropriate. Second, through RA training I 
sought to minimize the variability between participants in how they were being asked 
questions as well as ensure that questions were being asked appropriately. Finally, 
through the use of a randomized sampling framework and an appropriate sample size 
(n=2119), results can be generalized to the entire region.   
For the qualitative phase of the research strategies were obviously quite different. 
One of the strategies for rigour emerged from dividing the qualitative phase of the 
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research into two portions: first a focus on focus group discussions, and second a focus 
on in-depth interviews. While some researchers enact strategies of having participant’s 
read over interpretations and inviting responses before publication, this was not feasible 
in my project due primarily to the high levels of illiteracy in the UWR. Thus, by 
conducting in-depth interviews with many of the people who had participated in the focus 
groups I could follow up with them in a verbal check of interpretation. For instance if 
something had been raised in a focus group discussion, I could explain to the participant 
that, “I understood that you meant this” and they now had time to either further articulate 
or correct my interpretation. It certainly was not possible or feasible to have an in-depth 
interview with everyone who had participated in the focus groups (over 200 people), and 
certainly not all of the in-depth interviews were with previous focus group participants, 
but general themes that had emerged in the focus groups were always queried in the in-
depth interviews. Thus my form of ‘member checking’ should be understood as more a 
checking of emerging findings with the community of the UWR, than with specific 
individuals.  
Coinciding with this was another strategy for enhancing rigour. Since I was not 
checking in with the individuals, and instead the community at-large checked my 
interpretations, this ensured I was properly representing and hearing all the voices of the 
residents of the UWR. To try to achieve this I worked well beyond my original goal of 
‘the point of thematic saturation’. Indeed, I tried to seek out cases that ran contrary to 
others, participants who were qualitatively different, and I traveled across the UWR to try 
to hear these different voices. Additionally, I used a combination of snowball sampling 
and random sampling. In total, I collected 17 focus group discussions (totaling 211 
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participants) and 26 in-depth interviews. Though the numbers themselves do not 
represent a magical point of rigour (unlike in quantitative work where sample size is 
key), the reader should recognize that this sample was well beyond what I felt was 
needed for this study. By the end of the study, no matter how far I traveled or who I 
talked to, the same themes emerged over and over and over again.  
The use of both focus group discussion and in-depth interviews was not only 
rigourous in that I could re-connect with participants and check my understanding of 
emerging themes, it generated different types of data. Focus group discussions are 
wonderful forums for exciting group-based think, where discussions and arguments 
ensue. The information that emerges from this method tended to reflect more emphasis 
on community (or the village) and in turn tended to blur out the experience of the 
individual. As participants fed off of each other’s energy, the conversation would often 
build to the point where the group focused on their anger at certain aspects of the health 
care system or the NHIS policy. Further, participants were likely reluctant in these 
settings to say negative things about the NHIS or about other members of the village for 
fear that word would return to them. In contrast, the in-depth interviews focused more on 
that one individual’s experience and life, where they could show me items around their 
homes, or allow me to participate in activities and together we had a deeper (and quieter) 
conversation on one singular theme. The energy of the in-depth interview is also very 
different, and participants were more willing to talk at length about more painful events 
in their lives (for example, a child dying). Thus, the use of both methods triangulated the 
data, as well as confirmed the findings.  
The language barrier between most of the participants and myself was one of the 
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key challenges to ensuring rigour. While other issues surrounding cross-cultural 
fieldwork are explored more below, I had some specific strategies to counter the language 
barriers. First, as detailed above, my RAs on the qualitative phase of the research were 
individuals who I had built a good rapport with and had a great deal of trust in. We 
always worked before hand to go over the questions so that I could ensure they 
understood the meaning of what I wanted and that they translated fully back to me. I 
would also have long discussions with them (often on long journeys back from where we 
were conducting the interviews or focus groups) about what I was taking away from that 
session. This ensured I understood the context/whole picture properly. Finally, once back 
in Canada, I drew on my UWR colleagues to ‘spot check’ portions of the audio 
recordings to verify that the translation had been done properly.    
3.5.1 Cross-Cultural Fieldwork 
Questions of rigour take on new forms when conducting cross-cultural fieldwork. 
On top of aforementioned reflections for the quantitative (survey based) and qualitative 
(interview and focus group based) portions of my research, my position as a cultural 
outsider (not to mention my very obvious visible minority status!) added another layer of 
complexity on the research process. I am a Canadian born, white female who conducted 
research in rural sub-Saharan Africa (SSA). While I have traveled to SSA previously, and 
was lucky enough to be surrounded by many Ghanaians (including, of course, my 
supervisor Dr. Luginaah) in my department prior to departing for my fieldwork, I was 
without question still very much an outsider to Ghana’s UWR. Katz (1994: 68) describes 
this status as one of “displaced persons—first to see, then to speak”, whereby I as the 
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researcher had little hope to simply ‘blend in’ to the field.  
Cross cultural research poses a threat to rigour in that one can have difficulty in 
gaining an accurate picture of the phenomenon under study due to their ‘outsider’ status 
or there might be problems of a ‘reactive effect’ from the researcher’s presence in the 
field (Shaffir & Stebbins, 1991). Indeed, these threats can never be eliminated. However, 
these threats are not necessarily only in cross-cultural research and many researchers go 
into their work as group-outsiders, even if not facing the same visible or language flags I 
did. While I believe quite strongly that the measures I took to try to ensure rigour have 
overcome most of the problems with my outsider status, I also do not wish to dismiss this 
point.  
However, I also think that there are advantages to being an outsider doing such 
research. My experience was that many people were much more willing to talk to me, 
and felt more comfortable disclosing their real opinions because they said they “knew I 
was not from the government” and they therefore trusted my intentions with this research. 
My outsider status also meant that I could ask questions that would be otherwise 
considered “silly” from a local. For instance, I would always spend lots of time talking to 
people about what they “do”, what their day consists of, how they make money, if they 
farm, how much time they spend on that, etc. I would get a smile from most, as they were 
odd questions to ask, but it was understandable because I was from Canada. A local to 
Ghana or the UWR would likely not have elicited such patience from people. This 
sentiment has been captured well by Katz, who reflects that, “One goes to the field as a 
kind of ‘stranger,’ and draws on that status to see differences and ask questions that under 
other circumstances might seem (even more) intrusive, ignorant or inane to those who 
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answer them” (Katz, 1994: 68).  
 
3.6 Conclusion 
This chapter has aimed to address the shortcomings of an integrated manuscript 
style of thesis by expanding on the methodology used in my research. I have detailed how 
and when the filed work took place. This chapter also tackles the philosophical 
underpinning of this research (the three theoretical frameworks and the single 
overarching critical/feminist framework), and how it was this theoretical starting point 
which led to the research questions which in turn led to the decisions on research 
methodology. The mixed methods study design is also then explored from a more 
pragmatic viewpoint. Finally, this chapter ends with a discussion on the elements in the 
study used to ensure rigour (both quantitative and qualitative) and how rigour translates 
into cross-cultural fieldwork.  
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4 THE NATIONAL HEALTH INSURANCE SCHEME IN 
GHANA’S UPPER WEST REGION: A GENDERED PERSPECTIVE 
OF INSURANCE ACQUISITION IN A RESOURCE-POOR SETTING  
Abstract: Ghana’s National Health Insurance Scheme (NHIS) was designed as a pro-
poor strategy to create wider access to healthcare. While recent studies have shown that 
wealth is an important factor in enrolment in the scheme, there is little understanding of 
its interlinkages with the geographical divisions and deep-seated deprivation in the 
northern region. In response to the nexus of poverty, gender and access to health care, 
this research took place in Ghana's Upper West Region, one of the poorest regions and 
yet paradoxically touting the highest enrolment rates. Using data from a population 
survey (n=2119) collected between May to December 2011, we used multinomial 
regression to examine factors that influence enrolment, controlling for theoretically 
relevant covariates. Findings reveal that although wealth, education and desire for health 
insurance are primary determinants in both never enrolling and in dropping out, these 
factors impact men and women differently. The study also shows that Muslims were less 
likely to enroll and also women with young children and living in non-nuclear 
households were less likely to enroll and even when they did, they were more likely to 
dropout. Our results demonstrate clear gendered divisions in accessing the NHIS, and 
raised serious equity concerns in the UWR. By focusing on the context of the UWR, we 
show the importance of understanding intra-household bargaining and resource allocation 
via the gender dynamics related to health insurance procurement and maintenance, and 
discuss associated policy implications.  
Key words: Ghana, Upper West Region, Gender, Equity, Poverty, Health Insurance 
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4.1 Introduction  
As governments of developing countries have struggled with financing health 
care, national health insurance programs have increasingly become a popular mechanism 
to solve this problem (Hsiao & Shaw, 2007). This is occurring in the context of what 
Mills et al. (2012) describe as an international “rallying call” for universal coverage, with 
specific attention on the poor. Ghana has been a leader in Sub-Saharan Africa (SSA), 
trailblazing the health insurance model with its 2003 parliamentary ascension of the 
National Health Insurance Scheme (NHIS) – a social health insurance scheme, run at the 
district level. In principle, the NHIS offers a nationally recognized, heavily subsidized 
mechanism for the population to obtain health coverage without the risk of catastrophic 
household health spending. The elderly, children, social security contributors and 
pensioners, are all exempt from premium payment; the extreme poor (indigents) and 
expectant mothers are exempt from premiums, card processing fees and renewal fees. 
Ghana, along with Rwanda, are the only two SSA countries that have achieved what can 
be regarded as an intermediate stage of development in their health coverage, with 
Kenya, Mali and Nigeria in the early stages of reform (Lagomarsino et al., 2012). Given 
Ghana’s pioneering position in the development of national health insurance, it stands as 
a role model for other SSA countries, and insights from Ghana’s experience with the 
NHIS are of considerable interest to architects of both domestic and international health 
policy.   
Since the NHIS’ implementation, studies have looked at various facets of the 
scheme in an attempt to understand how well it is working. Worryingly, together these 
studies are building a consensus that the poor are not enrolling in the scheme at the same 
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rates as the more wealthy and thus challenging the fundamental mandate of the NHIS to 
open up access to the poor (Asante & Aikins, 2008; Jehu-Appiah et al., 2011; Sarpong et 
al., 2010; Witter & Garshong, 2009). Dixon, Tenkorang & Luginaah (2011) have thus far 
provided the only national level assessment of enrolment using data from the Ghana 
Demographic and Health Survey. Their findings demonstrate that while enrolment rates 
are relatively high, wide socioeconomic and geographic variations exist. In particular, 
while poverty inhibits access to NHIS in the southern part of the country, this problem is 
even more pronounced in northern Ghana comprising the Upper West Region (UWR), 
Upper East Region (UER) and the Northern Region. However, the UWR and UER, 
which have historically been underdeveloped, have much higher poverty prevalence and 
a far worse availability of health infrastructure and staffing (Al-Hassan & Diao, 2007; 
Konadu-Agyemang, 2000), also witness the highest rates of enrolment in Ghana (NHIA, 
2012).  
The UWR provides the most extreme example of this occurrence. Arguably the 
poorest region, it has over 50% active membership in the NHIS, and remains consistently 
far above the rest of the country (NHIA, 2012). This result seems paradoxical – how is it 
that even though poor people in Ghana are generally less likely to enroll in the NHIS, the 
poorest region of the country also has the highest enrolment rates? More importantly, 
what does this mean for the NHIS’ pro-poor mandate and the push towards enabling 
healthcare access for Ghanaians? Given Dixon et al.’s (2011) insights, this study focuses 
specifically on this deprived context to inquire into the factors that guide NHIS 
enrolment: who is enrolling, who has dropped out, and who has never enrolled into the 
NHIS? Or more aptly, how does the ‘context’ of the UWR influence enrolment status? 
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The theoretical and policy relevance of these questions should be examined in light of the 
fact that various studies have consistently shown that enrollment in health insurance in 
SSA is a highly complex phenomenon, depending on a varied range of contextual factors 
(see Criel et al., 2004). Through this analysis, we aim to shed light on complex elements 
that encourage or discourage enrolment in the NHIS in the UWR. The unique conditions 
of the UWR make this study an important addition to the literature on Ghana’s NHIS, 
with insight into the viability of health insurance schemes in the broader SSA milieu. 
The rest of this paper is divided into a number of sections. We start by presenting 
an overview of the theoretical framework used for the study, followed by an overview the 
UWR where this study is situated. Next, we present a description of the methods. This is 
followed by the study findings, discussion and our suggested policy options.  
 
4.2 Theoretical Framework  
Many studies that have investigated enrollment in health insurance schemes in 
SSA have tended to be exploratory in nature and have side stepped the issue of 
theoretical models in their research. As De Allegri et al. (2006) point out, this may be 
related to the youth of health insurance schemes in SSA. By result, much of the research 
to date has tended only to focus on characteristics of individuals or households who 
enroll in schemes, with limited acknowledgement of underlying theoretical assumptions. 
Some the findings of these studies include: vast differences in enrolment between the 
poor and the wealthy (Asante & Aikins, 2008; Dixon, Tenkorang & Luginaah, 2011; 
Jütting, 2003; Sarpong et al., 2010; Witter & Garshong, 2009), geographic disparities 
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(Dixon, Tenkorang & Luginaah, 2011), the importance of education (De Allegri et al., 
2006), sociocultural practices and community preferences (De Allegri, Sanon, Bridges & 
Sauerborn, 2006), and perceptions of health insurance quality (Criel & Waelkens 2003; 
Dixon, Tenkorang & Luginaah 2013). However, more recently Jehu-Appiah et al. (2011) 
have made progress on the theoretical front; their investigation into NHIS enrolment in 
two Ghanaian districts drew on the socio-behavioural theoretical model pioneered by 
Andersen and subsequently updated (see Andersen, 1968; Andersen, 1995; Gelberg, 
Andersen & Leake, 2000) to conceptualize enrolment outcomes. Taking note of recent 
progress, our study conceptualizes enrolment in health insurance along four components 
Andersen’s Behavioural Model of Access to Health Care (Buor, 2004; Gelberg, Andersen 
& Leake, 2000). These include: enabling resources (such as household wealth which may 
be used to pay for enrolment fees and education), need factors (such as perceived health 
status and self rated desire for enrolment), predisposing characteristics (demographic 
characteristics such as religion and household structure), and restrictive factors (such as 
distance to the nearest health facility or young children which may make travel difficult).  
However, while the Behavioural Model may add some clarity to the question of 
enrolment, there has been a dearth of attention in the literature on the role of gender on 
influencing access to health insurance. Hence, in this study, we take a feminist theoretical 
approach to shed light on the influencing gender dynamics. It is essential to understand 
economic, social, and political mechanisms of prejudice and discrimination that lead to 
ill-health and poor healthcare for women and men (Turshen, 2007). Feminist theories 
recognize gender as a prime component in all social interactions, and a determinant in 
access to resources. Where previous theories have calculated all resources within the 
91 
 
family or household unit to be shared equally and divided up rationally, the feminist 
theories of intra-household bargaining, as championed by Sen (1990) and Agarwal 
(1997), critiques this unitary conceptualization of the household. Instead, the relations of 
power between men and women, especially in a patriarchal society such as our study 
context, may create asymmetry in economic outcomes, which in turn creates unequal 
access to and utilization of resources outside of the household. Access and control of 
resources are negotiated between individuals from relative ‘bargaining positions’ – which 
are comprised of many aspects, such as the individual’s perceived contribution to 
household livelihoods or the individual’s social and economic position independent of the 
other household members (Sen, 1990). The household itself is not the focal point of this 
research, but is only being used as a concept to represent the flows of resources and 
power between gendered individuals (Carr, 2005). 
Cultural norms around gender not only determine who is able to participate in the 
waged economy, but also what types of labour are considered to be of economic value. 
As well, once resources have been brought into the household, gender norms stipulate 
who possesses ownership and the decision making power over how certain resources are 
to be used. In the non-waged context of subsistence agriculture, as in the majority of the 
UWR, this often translates to gendered norms around crop production, where incomes 
from “male crops” and “female crops” are put to different uses (Haddad & Hoddinott, 
1994). Yet men, regarded as the household decision makers, may often take custody of 
any income from farm proceeds. Even among women engaged in off-farm activities, the 
husband frequently has access to his wife’s financial income (Buor, 2004). Due to these 
asymmetrical relations between men and women within the household, Ghanaian women 
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are expected to bargain for their husbands to contribute to household health care 
payments. When uncooperative, strategies such as withholding cooperation on other tasks 
or ‘reporting’ the man to the elders may be necessary (Tolhurst & Nyonator, 2006; 
Tolhurst et al., 2008).  
The feminist perspective also recognizes the gendered differences in health and 
demand for health care. While there are obvious biological differences between men and 
women that shape the need for health care, more importantly the gendered social relations 
hold huge implications for health outcomes (Doyal, 2000; Moss, 2002). Avotri & Walters 
(1999) have documented that for women in Ghana the heavy ‘compulsory’ workloads, 
financial insecurity and the considerable financial responsibility for their children have 
negative impacts on both psychosocial and physical health. Yet Buor’s (2004) study of 
pre-NHIS Ghana has simultaneously demonstrated that even though women had greater 
need for health services, their relative material deprivation meant poorer access and 
utilization as compared to their male counterparts. Thus, the social relations of gender 
have material implications for the impact on health and, presumably, the demand for 
health insurance. As a consequence, the preceding theoretical constructs are used to 
examine the determinants of enrolment and dropping out from the NHIS in the UWR.  
 
4.3 The Study Context 
While Ghana as a country has made impressive socioeconomic gains in recent 
years, especially in comparison to other countries in sub-Saharan Africa (Sahn & Stifel, 
2000), there remain stark geographic disparities in welfare and wellbeing (GSS, GHS & 
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ICF Macro, 2009; IMF, 2012), with the UWR arguably faring the worst (Coulombe & 
Wodon 2007; World Bank, 2011). The UWR, located in the Guinean savanna vegetation 
belt in the north western corner of Ghana and bordered by Burkina Faso to the north and 
west flanks, spans an area of 18,476km2, approximately 12.7% of Ghana’s total land 
mass (Ghana Statistical Service, 2005). As of 2010, the UWR had a total population of 
702,110, 48.6% male and 51.4% females and is the least developed region in the country 
with 17.5% of the total population characterized as urban, compared to national average 
of 51% (Ghana Statistical Service, 2010). The major ethnic groups are the Dagaba, 
Sisaala and Wala all of which represent the three major religious groups of the Christians, 
Muslims and Traditionalists.  
Explanations for such diverse levels of national development are rooted in 
geographically uneven policies by the colonial state that exploited the region as a labour 
reserve and broadly underfunded social services such as education and health care, a 
trend that has been perpetrated by postcolonial regimes (Konadu-Agyemang, 2000; 
Agyei-Mensah, 2006). Presently, the UWR has six hospitals and only 17 of the country’s 
881 physicians (Ministry of Health Ghana, 2011). Nine out of every ten children in the 
UWR are anemic and 14% are wasted – both of which represent the highest rates in 
Ghana (GSS, GHS & ICF Macro, 2009). One recent study argues that a lack of official 
communication interventions and regionally high rates of illiteracy are perpetuating poor 
understandings and the spread of disease in the UWR (Mkandawire et al., 2013).  
Worsening climatic conditions have led to increasing levels of desertification and 
undermined subsistence and commercial agriculture, thereby exacerbating poverty in the 
north (IMF, 2012). Despite this reality, agriculture remains the primary economic base of 
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the region with over 80% of the population depending on subsistence farming for their 
livelihoods (Songsore & Denkabe, 1995). Recent trends have found that many of the 
region’s youth are migrating to the south in search of more fertile farmlands and 
profitable commercial work (World Bank, 2011) in attempts to send remittances back to 
the UWR to support their families (Abdul-Korah, 2007; Kuuire et al., 2013).  
Economic challenges are tightly intertwined with the region’s social problems. 
Previous census estimates have continuously found vast disparities in levels of education 
between the north and south. Low levels of education in the region have colloquially 
been blamed on cultural practices but are better attributed to endemic levels of 
deprivation and the late introduction of higher education into northern Ghana (Ghana 
Statistical Service, 2005). Socioeconomic hardships are also disturbing the traditional 
male responsibility as household breadwinners, threatening the patriarchal identity of the 
male as the household figurehead. This has been linked to increasing abuse of akpeteshie 
(a locally brewed gin) as a coping mechanism. Consequently, findings indicate 
consumption leads men from the UWR to experience higher chances of violent and 
negligent behaviours, further burdening female family members with an increasing 
responsibility especially for child, food and health related expenses (Luginaah, 2008). In 
this patriarchal context, wives are in a more difficult situation to bargain for the husbands 
to contribute to household expenses. Hence, the need to understand the gendered nature 
of the determinants of insurance acquisition in this resource-poor setting. 
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4.4 Methods 
The data for this research was collected from May to December 2011 throughout 
the UWR. Facilitated by the locally based University of Development Studies, Research 
Assistants (RAs) fluent in English and local dialects (Dagaare, Waali or Sissali) and 
comfortable with the cultural and geographic terrain were hired to conduct the survey 
interviews. Training was provided to familiarize RAs with the survey questionnaire, 
facilitate consistency in the survey administration, and ensure ethical conduct of the 
study. Ethical clearance was obtained from the Non-Medical Research Ethics Board 
(REB) from the University of Western Ontario before the study commenced. A random 
sampling strategy was used to select clusters from a sampling frame obtained from 
Ghana’s most recent population and housing census. In each selected household, the adult 
aged 18 or older whose birthday was closest to the study date was sampled to answer a 
face-to-face survey interview administered by an RA (O'Rouke and Blair, 1983). In total, 
n=2119 surveys were fully completed.  
 
4.4.1 Measures 
The dependent variable for this study, ‘Enrolment Status’ is a composite variable 
constructed from two related questions: “Have you ever been enrolled in the NHIS?” and 
“Are you currently enrolled in the NHIS?” Results were categorized into three possible 
outcomes: ‘currently enrolled’ (0 – reference category), ‘never enrolled’ (1), or ‘dropped 
out’ (2).  
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The primary independent variable, wealth, was constructed from household 
ownership of a range of assets, resulting in a household wealth index with four 
categories: ‘rich’ (0 – reference category), ‘middle’ (1), ‘poor’ (2) and ‘poorest’ (3). 
Given the largely subsistence livelihoods of people in the UWR, this approach was 
deemed most appropriate; this technique is considered more reliable than verbal reports 
of incomes and is increasingly used by various researchers, including the Demographic 
and Health Survey (Gwatkin et al., 2007; Rutstein, 2008). The study also controlled for 
level of education given that past studies have found a positive relationship between 
education and enrolment, even when controlling for wealth status (Glewwe, 1999; Dixon, 
Tenkorang & Luginaah, 2011). This variable was coded as either ‘university/college’ (0 – 
reference category), ‘secondary’ (1), ‘primary’ (2) or ‘none’ (3).  
Previous studies in developing countries have found a strong relationship between 
distance and health facility usage, especially when the facilities are approximately an 
hours walk away or a cut off point somewhere between 5 and 8km away (Buor, 2003; 
Müller et al., 1998; Mkandawire et al., 2013). Given this, the respondent’s proximity to 
the closest health facility was coded as less than 1 kilometer (0 – reference category), 
within 1 to 6 kilometers (1), or over 6 kilometers (2). The variable ‘Self-Rated Health’ 
was measured through the question “In general, how does your health compare with that 
of other people of your age group? Would you say your health is Excellent, Very good, 
Good, Fair or Poor?” and then recoded into either ‘excellent’ (0 – reference category), 
‘fair’ (1) or ‘poor’ (2). ‘Desire to be in the NHIS’ was asked with the question “How 
would you describe your personal desire to enroll in the NHIS?” where the responses of 
‘greatly desired’ or ‘somewhat desired’ were recoded into ‘yes’ (0 – reference category) 
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and all other responses into ‘no’ (1). Finally, the study controls for socio-demographics; 
religion, number of under-fives in the household and household structure. ‘Religion’ was 
coded ‘0’ for Christian, ‘1’ for Muslim, and ‘2’ for traditional, with Christian as the 
reference category.  The number of children under-five within the household was coded 
‘0’ if there was none, ‘1’ if there were 1 or 2 children, and ‘2’ if there were 3 or more 
children, with none as the reference category. The household structure was coded ‘0’ for 
nuclear structure, ‘1’ for extended or polygamous households, ‘2’ female centred (no 
husband or male partner in household) and ‘3’ for male centred (no wife or female 
partner in household), with nuclear as the reference category.  
 
4.4.2 Data Analysis 
Our dependent variable ‘Enrolment Status’ is a categorical variable with three 
possible outcomes: ‘currently enrolled’, ‘never enrolled’, or ‘dropped out’ to which we 
applied a multinomial logistic regression, given that there is no inherent order between 
the categories. Of the three possible responses ‘currently enrolled’ was used as the 
reference category. An odds ratio greater than one indicates a greater likelihood of either 
having never enrolled or dropped out, than to be currently enrolled. Whereas, an odds 
ratio of less than one indicates a lower likelihood of either having never enrolled or 
dropped out, than to be currently enrolled. Sampling in our study was hierarchal, meaning 
cases from the same cluster are likely to share similar patterns of responses and violate 
the assumption of independence. STATA 13 SE has a strategy for correcting potential 
bias introduced by non-independence by imposing on the models a ‘cluster’ variable 
resulting in more statistically robust parameter estimates (Williams, 2000; Tenkorang & 
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Owusu, 2010). The cluster number was assigned by the authors to each case based on 
geographic distribution of the respondents at the village level. In total there were 66 
separate clusters identified. 
 
4.5 Results  
Univariate statistics are presented in Table 3. Our sample of n=2119 split fairly 
evenly between males (49.50%) and females (50.49%). Half (49.95%) of males and 
58.51% of females were enrolled in the NHIS, approximately one fifth of individuals 
were considered dropouts– i.e., had previously been enrolled but were not at the time of 
the survey (20.35% of males and 22.31% of females) – and 29.70% of males and 19.19% 
of females indicated that they had never enrolled in the NHIS. A tenth of participants fell 
into the ‘rich’ wealth category (10.01% of males and 11.31% of females), 9.93% of males 
and 10.75% of females fell into the ‘middle’ category, 22.59% males and 24.11% 
females fell into the ‘poor’ category, and a majority (57.77% of males and 53.83% of 
females) into the ‘poorest’ category. While 13.44% of males and 9.25% of females had 
either a university or college education, a fifth of the sample had secondary schooling 
(20.50% of males and 18.13% of females), 26.88% of males and 32.24% of females had 
only primary education and 39.18% of males and 40.37% of females had no education at 
all.  
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Table 3: Univariate results for select independent and dependent variables 
 
Males (n=1049) Females (n=1070) 
% of respondents % of respondents 
NHIS Enrolment Status   
Currently Enrolled 49.95 58.51 
Never Enrolled 29.70 19.19 
Dropped Out 20.35 22.31 
   
Wealth    
Rich 10.01 11.31 
Middle 9.63 10.75 
Poor 22.59 24.11 
Poorest 57.77 53.83 
   
Education   
University/College 13.44 9.25 
Secondary 20.50 18.13 
Primary 26.88 32.24 
None 39.18 40.37 
   
Self-Rated Health   
Excellent  62.63 54.49 
Fair  31.74 40.65 
Poor 5.62 4.86 
   
Desire to be in NHIS   
Yes  67.78 74.49 
No 32.22 25.51 
   
Religion   
Christian  53.57 62.34 
Muslim 20.97 20.09 
Traditional 25.45 17.57 
   
Household Structure   
Nuclear 36.53 32.27 
Extended/Polygamous 51.70 51.07 
Female Centred 1.70 12.40 
Male Centred 10.08 4.26 
   
Children Under-Five   
None  23.45 21.68 
1 or 2 44.04 50.09 
3 or more  32.51 28.22 
   
Distance to Health Facility   
Less than 1 km  37.56 35.98 
Between 1-6km 43.76 43.93 
Over 6km  18.68 20.09 
   
Note:    NHIS = National Health Insurance Scheme 
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Bivariate results are presented in Table 4. The ‘poor’ and ‘poorest’ males were far 
more likely (2.130 and 5.566 times, respectively) to never enroll in the NHIS relative to 
the rich males. Similarly, compared to the ‘rich’ females, the ‘poor’ and ‘poorest’ females 
were far more likely to never enroll (OR=5.526 and 9.631, respectively) and the ‘poorest’ 
were also more likely to dropout of the scheme (OR=2.607). Males with only primary 
education or no education were significantly more likely to never enroll (OR=8.296 and 
11.162, respectively) but when they enrolled they were also more likely to dropout 
(OR=4.758 and 3.294, respectively) compared to males with university/college 
education. Compared to females with university/college degrees, females with primary 
education were much more likely to never enroll (OR=28.099) and 2.732 times more 
likely to dropout; females with no education were over fifty times more likely to never 
enroll in the scheme and four times more likely to dropout. Compared to Christians, 
Muslims and Traditionalists were more likely to not enroll for both males (OR=2.650 and 
2.441, respectively) and females (OR=2.063 and 2.739, respectively) as well as more 
likely to dropout. Females with under-five children were more likely to never enroll 
(1.685) and more likely to dropout (OR=1.621). Finally, compared to females living in a 
nuclear structured household, there were higher odds of dropping out of the NHIS for 
those in extended/polygamous, female centred and male centred households (OR=1.595, 
2.638 and 2.319, respectively).  
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Table 4: Bivariate Results: Odds of Never Enrolling or Dropping Out of The National Health 
Insurance Scheme in Ghana’s Upper West Region 
 
Males (n=1049)  Females (n=1070) 
Independent variables Never Enrolled Dropped Out  Never Enrolled Dropped Out 
Wealth       
Rich (ref) 1.000 1.000  1.000 1.000 
Middle 1.115(0.490)  0.931(0.227)  2.845(1.283)*  1.906(0.492)* 
Poor 2.130(0.812)* 1.785(0.455)*  5.526(2.702)***  1.392(0.424) 
Poorest 5.566(2.089)*** 1.403(0.325)  9.631(5.061)*** 2.607(0.740)** 
 
  
 
  
Education 
  
 
  
University/College (ref) 1.000 1.000  1.000 1.000 
Secondary 1.431(0.429)  1.845(0.625)†  9.759(10.510)*  1.881(0.451)** 
Primary 8.296(3.150)***  4.758(1.353)***  28.099(28.941)**  2.732(0.704)***  
None 11.162(3.974)*** 3.294(0.953)***  54.316(55.648)*** 4.149(1.004)*** 
 
  
 
  
Self-Rated Health 
  
 
  
Excellent (ref) 1.000 1.000  1.000 1.000 
Fair  0.631(0.138)* 0.902(0.181)  0.675(0.175)  0.867(0.187) 
Poor 0.718(0.259) 0.652(0.310)  1.447(0.521) 1.358(0.448) 
 
  
 
  
Desire to be in NHIS 
  
 
  
Yes (ref) 1.000 1.000  1.000 1.000 
No 3.021 (0.535)*** 1.958 (0.407)**  1.766 (0.400)* 1.222 (0.198) 
 
  
 
  
Religion 
  
 
  
Christian (ref) 1.000 1.000  1.000 1.000 
Muslim 2.650 (0.633)*** 1.795 (0.479)*  2.063 (0.598)*  1.057 (0.314)  
Traditional 2.441 (0.624)*** 1.693 (0.357)*  2.739 (0.825)** 1.584 (0.385)† 
 
  
 
  
Household Structure 
  
 
  
Nuclear (ref) 1.000 1.000  1.000 1.000 
Extended/Polygamous 0.769 (0.142)  1.118 (0.227)   0.961 (0.269) 1.595 (0.319)*  
Female Centred 0.468 (0.219) 0.213 (0.229)  0.952 (0.295) 2.638 (0.769)**  
Male Centred 0.675 (0.218) 1.181 (0.426)  0.335 (0.193)† 2.319 (0.771)* 
 
  
 
  
Children Under-Five 
  
 
  
None (ref) 1.000 1.000  1.000 1.000 
1 or 2 1.119 (0.244)  1.390 (0.336)   1.685 (0.338)** 1.704 (0.357)*  
3 or more  1.296 (0.307) 1.059 (0.265)  1.286 (0.335) 1.621 (0.340)* 
 
  
 
  
Distance to Health 
Facility 
  
 
  
Less than 1 km (ref) 1.000 1.000  1.000 1.000 
Between 1-6km 1.076(0.324)  1.082(0.208)   1.096(0.391)  1.097(0.223) 
Over 6km  0.998(0.303) 0.646(0.181)  0.888(0.388) 0.763(0.229) 
Note:   Odd Ratios are adjusted for clustering and clustered robust standard errors are presented in 
parentheses; †p<0.10; *p<0.05; **p<0.01; ***p<0.001 
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4.5.1 Multivariate Results 
For the multivariate analysis, four main models were built for both males and 
females. The first model includes enabling factors of wealth and education as a priori 
variables. The second model includes the a priori variables plus need measures of self-
rated health and desire to be in the NHIS. The third model adds predisposing 
characteristics of religion and household structure. The final model adds restrictive 
factors of children under-five in the household and distance to health facility. 
Multivariate results for males are presented in Table 5 and females in Table 6. 
Only males who lived in poorest households demonstrated a statistically 
significant relationship between wealth and never enrolling. This relationship was 
emphasized as other factors (need, predisposing characteristics, restrictive) were 
controlled for, with the poorest males 3.486 times less likely to enroll, as compared to 
their rich counterparts. In contrast females in the middle wealth category were 2.435 
times more likely to never enroll, those females in poor category were 3.825 times more 
likely to never enroll and the poorest females were over six times (OR=6.379) more 
likely to never enroll compared to those in the rich category. As well, results show that 
the poorest females were more likely to dropout (OR=2.065), as compared to the rich. 
Education at all levels significantly predicted NHIS status, whereby males with 
primary or no education were significantly more likely to never enroll (OR=4.926 and 
6.919, respectively) and to dropout (OR=4.845 and 3.328, respectively) compared to 
those with university/college education. The lower the level of education, the less likely a 
female is to enroll; compared to those with university/college education, females with 
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primary education or no education were far more likely to never enroll (OR=12.824 and 
23.962, respectively) and to dropout (OR=1.162 and 2.065, respectively).  
Both males and females that indicated they had ‘fair’ self-rated health were twice 
as likely to enroll relative to those with excellent self-rated health (OR=0.600 and 0.555, 
respectively). Males that indicated no desire to be in the NHIS were more likely to never 
enroll and to dropout (OR=3.403 and 1.973, respectively), though females were only 
more likely to never enroll (OR=1.840). Muslim males were more likely to never enroll 
and to dropout compared to their Christian counterparts (OR=2.636 and 1.730, 
respectively), and Muslim and Traditionalist females were only more likely to never 
enroll (OR=2.125 and 1.633, respectively). Though not significant for males, females in 
extended/polygamous, female centred, and male centred households were all more likely 
to dropout of the NHIS compared to females in nuclear household structures (OR=1.699, 
2.737 and 2.472, respectively). Females with under-five children in the household were 
more likely to never enroll (OR=1.626 for one or two children) and to dropout, compared 
to women with none (OR=1.804 for one or two children; OR=1.584 for three or more 
children). Males and females reporting living more than 6 kilometers from the nearest 
health facility showed a slight decrease in dropping out compared to those that lived 
within a kilometer, only after controlling for other variables.  
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Table 5: Male Multivariate Results: Odds of Never Enrolling or Dropping Out of The National 
Health Insurance Scheme in Ghana’s Upper West Region 
Never Enrolled  Dropped Out 
Independent variables Model 1 Model 2 Model 3 Model 4  Model 1 Model 2 Model 3 Model 4 
Wealth      
 
    
Rich (ref) 1.000 1.000 1.000 1.000  1.000 1.000 1.000 1.000 
Middle 0.888 (0.381)  0.817 (0.345) 0.869 (0.409) 0.895 (0.436)  0.825 (0.231)  0.838 (0.234) 0.806 (0.234) 0.825 (0.239)  
Poor 1.400 (0.494)  1.376 (0.506) 1.387 (0.554) 1.436 (0.582)  1.349 (0.343)  1.419 (0.354) 1.281 (0.323) 1.307 (0.305)  
Poorest 2.650 (0.909)** 2.926 (1.070)** 3.390 (1.403)** 3.486 (1.500)**  0.838 (0.205) 0.913 (0.217) 0.935 (0.229) 0.967 (0.232) 
 
    
 
    
Education     
 
    
University/College (ref) 1.000 1.000 1.000 1.000  1.000 1.000 1.000 1.000 
Secondary 1.135 (0.345) 1.146 (0.344) 1.118 (0.343) 1.102 (0.346)   1.859 (0.642)†  1.856 (0.622)† 1.891 (0.646)* 1.818 (0.621)† 
Primary 5.459 (1.933)*** 5.305 (2.002)*** 4.905 (1.755)*** 4.926 (1.747)***   5.099 (1.553)***  5.066 (1.547)*** 5.051 (1.594)*** 4.845 (1.554)*** 
None 7.440 (2.537)*** 7.893 (2.800)*** 6.858 (2.308)*** 6.919 (2.341)***  3.509 (1.059)*** 3.638 (1.098)*** 3.460 (1.071)*** 3.328 (1.022)*** 
 
    
 
    
Self-Rated Health     
 
    
Excellent (ref) 
 1.000 1.000 1.000 
 
 1.000 1.000 1.000 
Fair  
 0.560 (0.135)* 0.609 (0.143)* 0.600 (0.139)*   0.845 (0.169) 0.849 (0.174) 0.843 (0.171) 
Poor 
 0.538 (0.212) 0.540 (0.211) 0.549 (0.218)   0.531 (0.265) 0.555 (0.299) 0.578 (0.307) 
 
    
 
    
Desire to be in NHIS     
 
    
Yes (ref) 
 1.000 1.000 1.000 
 
 1.000 1.000 1.000 
No 
 3.383(0.728)*** 3.345 (0.733)*** 3.403 (0.751)***   1.889 (0.409)** 1.919 (0.409)** 1.973 (0.422)** 
 
    
 
    
Religion     
 
    
Christian (ref) 
  1.000 1.000 
 
  1.000 1.000 
Muslim 
  2.704 (0.671)*** 2.636 (0.684)***    1.725 (0.454)* 1.730 (0.460)* 
Traditional 
  1.247 (0.315) 1.236 (0.309)    1.297 (0.286) 1.375 (0.298) 
 
    
 
    
Household Structure     
 
    
Nuclear (ref) 
  1.000 1.000 
 
  1.000 1.000 
Extended/Polygamous 
  1.005 (0.215) 0.993 (0.209)     1.138 (0.258) 1.188 (0.279) 
Female Centred 
  0.388 (0.265) 0.381 (0.265)     0.190 (0.219) 0.209 (0.246) 
Male Centred 
  0.799 (0.261) 0.792 (0.255)    1.173 (0.426) 1.241 (0.441) 
     
 
    
Children Under-Five     
 
    
None (ref) 
   1.000 
 
   1.000 
1 or 2 
   0.916 (0.190)     1.207 (0.285) 
3 or more  
   1.215 (0.298)     1.036 (0.272) 
     
 
    
Distance to Health 
Facility     
 
    
Less than 1 km (ref) 
   1.000 
 
   1.000 
Between 1-6km 
 
  1.019 (0.268)     0.999 (0.194) 
Over 6km  
   0.739 (0.229)     0.601 (0.164)† 
 
    
 
    
Log Pseudo-likelihood –968.588 –935.514 –894.933 –890.259 
 
–968.588 –935.514 –894.933 –890.259 
Model significance 
(Wald Chi-sq) 137.92 (12)*** 164.54 (18)*** 202.36 (28)*** 286.01 (36)*** 
 
137.92 (12)*** 164.54 (18)*** 202.36 (28)*** 286.01 (36)*** 
Pseudo R2 0.0943 0.1252 0.1356 0.1401 
 
0.0943 0.1252 0.1356 0.1401 
Note:   Odd Ratios are adjusted for clustering and clustered robust standard errors are presented in parentheses; †p<0.10; *p<0.05; **p<0.01; ***p<0.001 
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Table 6: Female Multivariate Results: Odds of Never Enrolling or Dropping Out of The National 
Health Insurance Scheme in Ghana’s Upper West Region 
Never Enrolled  Dropped Out 
Independent variables Model 1 Model 2 Model 3 Model 4  Model 1 Model 2 Model 3 Model 4 
Wealth      
 
    
Rich (ref) 1.000 1.000 1.000 1.000  1.000 1.000 1.000 1.000 
Middle 2.045 (0.831)† 2.306 (0.999)* 2.595 (1.154)* 2.435 (1.107)*  1.609 (0.409)† 1.672 (0.430)* 1.867 (0.550)* 1.796 (0.563)† 
Poor 3.233(1.579)* 3.749 (1.983)* 3.815 (2.164)* 3.825 (2.192)*   1.057 (0.326) 1.118 (0.355) 1.128 (0.371) 1.162 (0.394) 
Poorest 4.656 (2.311)** 5.468 (2.943)** 6.169 (3.575)** 6.379 (3.761)**  1.780 (0.501)* 1.885 (0.546)* 1.955 (0.644)* 2.065 (0.680)* 
 
    
 
    
Education     
 
    
University/College (ref) 1.000 1.000 1.000 1.000  1.000 1.000 1.000 1.000 
Secondary 6.123 (6.622)† 5.594 (6.186) 5.711 (6.192) 5.591 (6.103)  1.600 (0.434) † 1.561 (0.413)† 1.552 (0.451) 1.525 (0.446) 
Primary 15.894 (16.395)** 15.466 (16.219)** 14.151 (14.484)* 12.824 (13.114)*  2.223 (0.606)**  2.223 (0.609)** 2.235 (0.626)** 2.019 (0.543)** 
None 29.214 (29.705)** 31.568 (32.675)** 25.539 (25.755)** 23.962 (24.269)**  3.277 (0.906)*** 3.421 (0.918)*** 3.118 (0.904)*** 2.884 (0.816)*** 
 
    
 
    
Self-Rated Health     
 
    
Excellent (ref) 
 1.000 1.000 1.000 
 
 1.000 1.000 1.000 
Fair  
 0.502 (0.112)** 0.521 (0.121)** 0.555 (0.132)*    0.738 (0.147) 0.754 (0.161) 0.799 (0.170) 
Poor 
 0.820 (0.298) 0.856 (0.309) 0.931 (0.336)   0.965 (0.303) 1.031 (0.361) 1.138 (0.411) 
 
    
 
    
Desire to be in NHIS     
 
    
Yes (ref) 
 1.000 1.000 1.000 
 
 1.000 1.000 1.000 
No 
 1.854 (0.482)* 1.833 (0.479)* 1.84 (0.475)*   1.268 (0.218) 1.219 (0.201) 1.221 (0.203) 
 
    
 
    
Religion     
 
    
Christian (ref) 
  1.000 1.000 
 
  1.000 1.000 
Muslim 
  1.990 (0.527)** 2.125 (0.594)**     1.140 (0.299) 1.141 (0.305)  
Traditional 
  1.485 (0.440) 1.633 (0.472)†    1.202 (0.311) 1.289 (0.320) 
 
    
 
    
Household Structure     
 
    
Nuclear (ref) 
  1.000 1.000 
 
  1.000 1.000 
Extended/Polygamous 
  1.049 (0.282) 1.096 (0.296)     1.699 (0.353)* 1.699 (0.352)*  
Female Centred 
  0.872 (0.296) 0.943 (0.334)     2.509 (0.771)** 2.737 (0.856)**  
Male Centred 
  0.442 (0.279) 0.425 (0.264)    2.549 (0.816)** 2.472 (0.799)** 
     
 
    
Children Under-Five     
 
    
None (ref) 
   1.000 
 
   1.000 
1 or 2 
   1.626 (0.363)*      1.804(0.410)**  
3 or more  
   1.015 (0.265)     1.584(0.320)* 
     
 
    
Distance to Health 
Facility     
 
    
Less than 1 km (ref) 
   1.000 
 
   1.000 
Between 1-6km 
 
  1.085 (0.337)     0.993 (0.218) 
Over 6km  
   0.71 (0.307)     0.598 (0.170)† 
 
    
 
    
Log Pseudo-likelihood –956.731 –943.113 –903.025 –893.494 
 
–956.731 –943.113 –903.025 –893.494 
Model significance 
(Wald Chi-sq) 134.89 (12)*** 187.97 (18)*** 364.22 (28)*** 600.58 (36)*** 
 
134.89 (12)*** 187.97 (18)*** 364.22 (28)*** 600.58 (36)*** 
Pseudo R2 0.0630 0.0763 0.0916 0.1012 
 
0.0630 0.0763 0.0916 0.1012 
Note:   Odd Ratios are adjusted for clustering and clustered robust standard errors are presented in parentheses; †p<0.10; *p<0.05; **p<0.01; ***p<0.001 
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4.6 Discussion 
To date, studies that have looked at the procurement of health insurance in the 
SSA context have essentially ignored the role of gender in shaping access to resources 
required for healthcare. We argue here that this has been a huge void in the literature, and 
drawing on the theoretical approaches of the behavioral access to healthcare model and 
the feminist perspectives on health and intra-household bargaining, we have aimed to fill 
that gap. Indeed, as foreshadowed in our theoretical framework, results of this study show 
there is a clear delineation between males and females in the determinants to enrolment. 
These factors result from the gendered access to resources and socially mandated 
expectations of care, which are influencing the men and women of the UWR in both 
enrolling and later dropping out.  
The enabling factors of wealth and education are key in explaining insurance 
acquisition in the UWR. Yet, where previous studies have generally demonstrated the 
decisive role played by wealth on health insurance acquisition in Ghana (e.g., Asante & 
Aikins, 2008; Dixon, Tenkorang & Luginaah, 2011; Jehu-Appiah et al., 2011; Sarpong et 
al., 2010; Witter & Garshong, 2009), our study paints a rather variegated picture that 
suggests men in the UWR were relatively influenced to a lesser extent by wealth. The 
fact that, of men, only the poorest were facing financial barriers to the scheme seems 
contrary to the official mandate of NHIS given its pro-poor/equity focus. This is even 
more worrying in view of various policy incentives within the NHIS framework aimed at 
bolstering enrolment and retention. In fact, there are specific exemptions in place to allow 
the extreme poor to join the NHIS without having to pay premium fees. Yet, both 
identification and exemption of the poor remain an ongoing challenge for Ghana’s NHIS 
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given the deprivation in the country (Aryeetey et al., 2012; Derbile & van der Geest, 
2012) and our results seem to bear this out. With the extreme poverty levels in the UWR 
it is likely that the standard for NHIS indigent exemption (i.e., the depth of poverty for 
one to be considered exempt from having to pay premium fees) is too exclusive to meet 
the needs of the actual poor. In reality, the majority of the UWR is extremely deprived 
and the NHIS would not be able to function if everyone who deserved it were given an 
exemption from paying premiums – highlighting the extra challenges of health insurance 
in extreme poverty contexts. It was intriguing to find that whereas the poorest men may 
never enroll in the NHIS in the first place, wealth appeared not to play a role in the 
decision to leave the health insurance scheme for those males who do enroll.  
In juxtaposition to this, the results demonstrate that for women, there was a 
systematic gradation in the likelihood of both never enrolling and dropping out across the 
wealth gradient, with the likelihood of each decreasing as wealth increases. As Buor 
(2004) indicated, where poverty explained poor health service utilization for both 
genders, the impact was greater for females who tend to have relatively less income 
compared to their male counterparts. Women’s precarious situation within patriarchal 
households in the UWR provides an explanation as to why household wealth does not 
always translate to immediate financial independence to acquire health insurance. Despite 
social norms that expect men to contribute to women and children’s healthcare costs, in 
practice Ghanaian women are often left to pull from their own meager financial 
resources, wait to be paid back, or use bargaining strategies to encourage her husband to 
help pay (see Tolhurst & Nyonator, 2006). Such strategies are quickly eroded in a very 
deprived setting, further punctuated by our finding that having young children in the 
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household increased the likelihood of women never enrolling and dropping out, but had 
no influence on men. Consequently, women in the UWR appear to be stressing their 
resources to enroll in the NHIS and taking responsibility for the health of the children. It 
should be noted that while the NHIS provides an exemption from premium payments for 
children, there is still a responsibility to pay card processing and renewal fees (NHIA, 
2010). These payments can add up to significant spending when trying to enroll 
numerous children. So where women’s income into the household is comparatively less 
than their husbands, and they must also cover the cost of children’s enrolment and attend 
to other household livelihood expenses (Koch & Alaba, 2010), they face restrictive and 
prohibitive barriers to enrolling and re-enrolling in the NHIS. 
Consistent with others we found that education enables health insurance 
enrolment (De Allegri et al., 2006; Dixon, Tenkorang & Luginaah, 2011; Jehu-Appiah et 
al., 2011). In contrast to the nuanced picture from our measure of wealth, education 
increased enrolment for both genders. Demographers have long found for other health 
behaviours a divergence in the influence of wealth and education (Caldwell, 1979; 
Caldwell, 1980; Watkins, 1987). In this case, it is likely explained by the role of 
education in shifting people away from traditional practices towards a greater acceptance 
of biomedical or mainstream medicine (Caldwell, 1980; Barrett & Browne, 1996; Frost, 
Forste & Haas, 2005), and arguably with a greater appreciation for health insurance. 
Mkandawire et al. (2013), for instance, recently found that illiteracy and poor knowledge 
regimes in the UWR directly contributed to a lack of public understanding of Hepatitis B 
or urgency for testing and prevention. Second, particularly relevant to our gendered 
perspective, in northern Ghana education generally translates to an independence from 
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the household and, especially for women, an increase in non-farm labour market 
participation and wages (Abdulai & Delgado, 1999). Put together, education creates both 
an appreciation and means for men and women to enroll and stay enrolled in the NHIS. 
Indeed it is worth noting that the unusually high odds ratios and robust standard errors for 
our female multivariate models (see Table 6) was because of all the female participants 
who had never enrolled in the NHIS, only a single woman had university/college 
education.  
The gendered dynamics of household structure on the likelihood of dropping out 
of the NHIS was revealed whereby women in a household structure other than nuclear 
were likely to dropout (this was not the case for men). With a high propensity for men to 
migrate from the UWR to southern Ghana in search of fertile farmlands and paid 
employment, women are often left bearing sole responsibility for children and a bulk of 
the responsibility for household income and supplementary responsibilities (Abdul-
Korah, 2007). Hence, even though female-headed households may receive more decision 
making power than their co-habiting counterparts, they sacrifice access to male income 
and bear far higher household costs than women in traditional male-headed marriages 
(see also Folbre, 1990). Women in polygamous marriages or households with many 
extended family members may witness similar affects, as the lone male income is 
inadequate for the needs of the many wives, children and household members. Also, 
women identifying themselves as part of male centred households may fall victim to a 
situation where no dominant female is present to advocate for the health care needs of 
younger, more submissive female members, regardless of financial availability.  
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The effect of religion on enrolment status in the NHIS revealed that Muslim men 
and women and Traditionalist women were far less likely to enroll. The fact that Muslim 
men were also more likely to dropout, generally falls in line with other studies that have 
examined the usage of western or mainstream health care by various religious 
denominations in Ghana (see for instance, Gyimah, Takyi & Addai, 2006). Yet in terms 
of NHIS enrolment, this finding runs contrary to Jehu-Appiah et al. (2011) who found 
Muslims more likely to enroll, and Dixon, Tenkorang and Luginaah (2011) who found no 
relationship at all. Given the high proportion of Muslims in the UWR compared to other 
areas of Ghana, our strong finding between Muslim religiosity and NHIS enrolment 
status speaks more broadly to the importance of context when it comes to health 
insurance in SSA (Criel et al., 2004). 
Taking note of what the Behavioral Model deems ‘need factors’ we measured 
both self-rated health and desire to be in the NHIS. The emergence of desire as a 
powerful predictor of enrolment and dropping out for men, demonstrates their 
independence and decision making power. The desire to enroll or not was also evident 
with women, although they did not have the same choice when they had to drop out of 
the scheme. Thus the link between ‘desire’ and ‘decision-making’ may be more powerful 
for men who often only need to consider their own health needs, whereas women must 
also account for the enrolment status of their children and sometimes other family 
members. Theory would predict that those with poorer health would have more need for 
health insurance and therefore higher rates of enrolment. Yet for both men and women, 
the only significant finding was that those who rated their health as ‘fair’ were more 
likely to have enrolled – this was also the case at the bivariate level. We are curious as to 
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why those who identify themselves as having poor health, and clearly should have more 
need for health care, were less likely to enroll. A perceivable explanation could be that 
those with poor health may be unable to acquire the needed resources to enroll (i.e., this 
group is most likely to be suffering from material deprivation, though illness does not 
qualify one for the indigent exemption status) and also potentially have mobility issues 
that could hamper efforts to obtain NHIS enrolment.   
 
4.7 Conclusion 
Studying the role of gendered norms on shaping women’s access to health care in 
Burkina Faso, Nikièma, Haddad and Potvin (2008) suggested an interesting possibility – 
that the rising popularity of health insurance in SSA may help partially eliminate 
women’s need to bargain for health care. This may be true, though what our results seem 
to suggest is that there is still a crucial hurdle for women to bargain for – enrolment in the 
health insurance in the first place. In Ghana’s NHIS, enrolment will cover an individual 
for a year; it is likely that once enrolled and receiving health coverage women no longer 
need to bargain for money from her spouse every time she needs to visit the health 
facility. However, premium payments are again due after the yearlong period, and this re-
occurring expense may explain why women in the poorest households in our study were 
more likely to dropout. Perhaps foreseeing these gendered issues, Nikièma, Haddad and 
Potvin (2008) had also specified “This may require family-wise rather than individual 
subscription” (621). However, since our study has demonstrated discrepancies between 
male and female outcomes in both enrolment and dropping out, especially outside of 
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nuclear household structures, the ‘household’ subscription might be a dubious solution in 
the context of the UWR and especially with increasing patterns of southerly migration 
(Abdul-Korah, 2007).  
Other policy considerations to be taken into account could include the often-
discussed One-Time Premium Payment model (see NHIA 2010, 17) and better 
assessment and outreach to the core poor for premium exemptions (Aryeetey et al., 2012; 
Derbile & van der Geest, 2012). More broadly though, policy makers need to understand 
the cultural context to which they are serving. Even with in ‘wealthier’ households, 
women may not have access to cash to procure enrolment. As such, policy makers may 
need to revisit the criteria for the indigent exemption status, and consider making this 
flexible in accounting for gender disparities in accessing resources. Further, the fees 
required for the enrolment of child need to be seriously reconsidered, as women in a 
deprived context are likely being disproportionately burdened with these fees on top of 
the already stressed household budgets.  
In answer to our original paradox, though the UWR holds the highest rates of 
enrolment in the country despite being amongst the poorest and deprived regions, we find 
that there are still gaping holes in this equity project, particularly between men and 
women, rich and poor, educated and uneducated. So while the UWR may have higher 
percentages of enrolment, there is still much work to be done to meet the original 
mandate of the NHIS and meet that “rallying call” for universal coverage and protection 
of the poor. Additionally, by placing the focus on the context of the UWR, we show the 
need to understand the gender dynamics of intra-household bargaining and resource 
allocation as it relates to health insurance procurement and maintenance.   
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5 GENDERED INEQUALITIES WITHIN GHANA’S NATIONAL 
HEALTH INSURANCE SCHEME: ARE POOR WOMEN BEING 
PENALIZED WITH A LATE RENEWAL POLICY? 
 
Abstract: This article addresses the implications of the mandatory delay in coverage for 
individuals residing in the Upper West Region (UWR) of Ghana who have dropped-out 
of the National Health Insurance Scheme (NHIS) but later attempt to reenroll. Using data 
collected in 2011 in Ghana’s UWR, we use a negative log-log model (n=1584) to 
compare those that remain enrolled in the scheme to those that have dropped out. Women 
with unreliable incomes, who reported being food insecure and those living with young 
children were more likely to dropout (OR range: 1.22-1.79, p<0.05). Men, however, were 
50% more likely to dropout of the NHIS for being unsatisfied with services provided (OR 
range: 1.25-1.62, p<0.01). Contrary to the original mandate of the NHIS, our study 
reveals clear gender differences in the factors contributing to dropouts, pointing to a bias 
in the impact of the ‘block-out’ policy that is penalizing women for being poor. 
 
Key words: Ghana, inequality, health insurance, gender, women, health care policy, 
Upper West Region, intra-household bargaining 
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5.1 Introduction 
Universal health coverage has been described as the “third global health 
transition,” with global implications for how health care should be financed and health 
systems organized (Rodin & de Ferranti, 2012)  – a drastic step away from the 
consistently inequitable access to health care that is usually found in developing countries 
(Gwatkin, Bhuiya & Victa, 2004). In line with this, Ghana implemented the National 
Health Insurance Scheme (NHIS) in 2003 to shift away from pay per use mode of 
healthcare that tended to exclude the poor, into a more accessible and affordable model 
via a nationally overseen health insurance program. Thus, by replacing unexpected out of 
pocket health expenses with heavily subsidized annual premium payments, the NHIS is 
meant to break down the financial barriers that had previously prevented many of 
Ghana’s citizens from obtaining mainstream health care. It was also hoped that this 
would reduce gender inequities in utilizing health care services (Buor, 2004). While 
social health insurance models such as the NHIS are still relatively rare in developing 
countries, their popularity is increasing (Tetteh, 2012). However, many of the 
implications of the health insurance policies in this context have yet to be fine-tuned.  
Since its inception, the scheme’s governing body, the National Health Insurance 
Authority (NHIA), has reported impressively high level of national enrollment. Starting 
with 1.3 million people in 2005, by 2010 over 18 million, or roughly 72% of the 
population, had registered in the scheme (NHIA, 2010; NHIA, 2011). These figures have 
stirred some debate, however, with some suggesting that they do not account for people 
who have previously enrolled but no longer keep their membership active by paying 
annual premiums (Apoya & Marriott, 2011). To date little is known about the profile of 
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people who are enrolling and then dropping out and how the dropouts try to renegotiate 
entry into the program. As the NHIS policy currently stands, member premium payments 
are due yearly and should an individual not pay by the due date, they no longer have an 
active card and cannot receive coverage under the NHIS for any health treatment. 
Furthermore, should that individual not have paid up within three months of the expiry 
date they will face a three month delay in reactivating their coverage.  
A major rationale for this three month block-out time period is to create a 
disincentive for people who would only pay their premiums when they have a specific 
illness they want treatment for (Getzen, 2004). Health insurance plans (a form of risk 
pooling) theoretically rests on the maintenance of a balanced risk of payout between 
everyone in the pool– i.e., healthy and the sick, young and old, men and women and so 
on, are all covered. Should this be violated, ‘adverse selection’ occurs, meaning that the 
average losses paid out to the insured group outweigh the expected value for the 
insurance scheme as a whole (Getzen, 2004). Thus, the three month block-out would 
supposedly discourage people from only reactivating their memberships when they know 
they are sick and would need treatment. Within the context of Ghana’s NHIS, this 
approach rests on a couple of questionable assumptions. First, it suggests that the scheme 
is run completely through premium payments, which it is not. In fact, only 5% of the 
NHIS budget is financed through membership payments, the other 95% comes from an 
assortment of sources such as a tax levy, government funds, contributions from social 
security and international donors, Second, this ‘block-out’ policy seems to assume that 
individuals are able to freely choose whether or not to renew or dropout of the NHIS, and 
completely ignores overarching societal and institutional dynamics that may help or 
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hinder such decisions. We already know that Ghana’s poor are less likely to enroll in the 
NHIS in the first place (Dixon, Tenkorang & Luginaah, 2011) and that the scheme’s 
attempts at equity through payment exemptions realistically face stark challenges to 
success (Derbile & van der Geest, 2012). Likewise, the block-out policy seems to ignore 
the influence of poverty on dropping out. Indeed, the lone study from Ghana that has 
loosely considered this, points to the inability to afford payments as the most cited reason 
for not renewing with the NHIS (Jehu-Appiah et al., 2011).  
As well, the influence of gender on NHIS enrolment has been largely under 
studied thus far. A study conducted in neighboring Burkina Faso on an individual’s 
willingness to pay for Community Based Health Insurance concluded that gender is a 
primary influencer in the willingness to pay. This is especially so in light of differing 
social gender roles which make a difference in both income (men’s access to higher 
income, such as farming cash crops) and expenditure (obligatory household spending) 
(Dong et al., 2003). Gender should then be an important consideration when looking at 
Ghana’s NHIS.  
Most of the existing research into Ghana’s NHIS has centered on the question of 
why people are (or are not) enrolling in the first place (Dixon, Tenkorang & Luginaah, 
2011; Jehu-Appiah et al., 2011; Witter & Garshong, 2009; Asante & Aikens, 2008; 
Sarpong et al. 2010). Perhaps in part due to the relative youth of the NHIS, the question 
of why or why not people are renewing with the scheme has barely been broached. 
Indeed while Jehu-Appiah and colleagues included some discussion on this as part of 
larger focus on NHIS enrolment in the Central and Eastern regions of Ghana and suggest 
inability to afford payments as a reason for leaving the NHIS (Jehu-Appiah et al., 2011), 
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the only exclusive study of dropouts from a sub-Sahara African context comes from 
outside of Ghana in Burkina Faso. The authors of this study found that affordability, 
concerns with quality of care and the gender of the household head were all influential 
factors in dropping out of health insurance (Dong et al., 2009). However, key differences 
between Burkina Faso’s Community Based Health Insurance and Ghana’s NHIS make 
comparisons difficult. Amongst others differences, the level of enrolment in that study 
occurred at the household level in contrast to Ghana’s enrolment which occurs at the 
individual level and is a part of a heavily subsidized national program.  
It is by better understanding the profile of those who are dropping out of the 
NHIS that we can contextualize why some women and men may be discontinuing their 
membership with the scheme and have an informed discussion regarding the policy for 
later reenrolling. Focusing in on the Upper West Region (UWR) of the country, we 
highlight the gendered disparities of those who are dropping out of the NHIS and how 
this interacts with the established policy to delay coverage to those that later try to 
reenroll. 
 
5.2 Study Context: Ghana’s Upper West Region 
While Ghana as a country has made impressive socioeconomic and human 
development gains in recent years, especially in comparison to other countries in sub-
Saharan Africa (UNDP, 2013; World Bank, 2013), stark geographic disparities in 
wellbeing of the population remain, with the UWR faring the worst (Coulombe &Wodon, 
2007). With between 79-99% of the population living below the poverty line of 90 Ghana 
cedis a year (approximately $46 USD)– a shocking contrast from the national average of 
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39.5% – the UWR holds claim to the worst poverty rates in the country (World Bank 
2011). Explanations for such diverse levels of national development are rooted in 
geographically uneven policies by the colonial state that exploited the region as a labour 
reserve and broadly underfunded social services such as health care, a trend that has been 
perpetrated by postcolonial regimes (Konadu-Agyemang, 2000).  
Located in the Guinean savanna vegetation belt in the north western corner of 
Ghana and bordered by Burkina Faso to the north and west flanks, the UWR spans an 
area of 18,476km2, approximately 12.7% of Ghana’s total land mass (Ghana Statistical 
Service, 2000). Though the UWR only receives a single annual rainfall, agriculture 
comprises the primary income for most of the region’s population. In contrast to the arid 
north, the southern region of the country receives two annual rainfalls and cash crops 
such as cocoa are predominant in its fertile farmlands. Further, worsening and 
unpredictable climatic conditions in the UWR have undermined both subsistence and 
commercial agriculture thereby exacerbating poverty and encouraging migration to 
southern regions (World Bank, 2011).  
While the family forms the bedrock of Ghanaian society (Takyi & Oheneba-Saky, 
2006), within the family household unit resources and responsibilities are split drastically 
along gendered lines and cannot be regarded as a simple ‘unified economy’ (Agarwal, 
1997; Bruce 1989). Men, as the household heads in the patriarchal UWR, are expected to 
bring financial care and support for the family, but are also given more societal leeway 
for personal spending and leisure time. Women, in contrast are often expected to take 
their earned income (and their free time) and put it solely towards their motherly 
identities including daily consumption items, such as children’s food (Bruce, 1989). This 
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is especially so for health resources and responsibilities (Bruce, 1989; Blumberg, 1989; 
Lele, 1986; Tolhurst et al., 2008; Tolhurst & Nyonator, 2006). On top of this, worsening 
socioeconomic hardships in the UWR are also disturbing the traditional male 
responsibility as household breadwinners, threatening the patriarchal identity of the male 
as the household figurehead. This has been linked to increasing alcohol consumption and 
higher chances of violent and negligent behaviours; in turn further burdening female 
family members with an increasing responsibility especially for child, food and health 
related expenses (Luginaah, 2008). 
 
5.3 Methods  
5.3.1 Data collection 
The data for this research was collected from May to December 2011 throughout 
the UWR. Facilitated by the locally based University of Development Studies, Research 
Assistants (RAs) fluent in English and local dialects (Dagaare, Waali or Sissali) and 
comfortable with the cultural and geographic terrain were hired to conduct the survey 
interviews. Training was provided to familiarize RAs with the survey questionnaire, 
facilitate consistency in the survey administration, and ensure ethical conduct of the 
study. Ethical approval for the study was obtained from the Non-medical Research Ethics 
Board of the University of Western Ontario. 
A random sampling strategy was used to select clusters from a sampling frame 
obtained from Ghana’s most recent population and housing census. In each selected 
household, the adult aged 18 or older whose birthday was closest to the study date 
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(O'Rouke & Blair, 1983) was sampled to answer a face-to-face survey interviewed 
administered by an RA. In total, 2119 surveys were fully completed. However, for the 
purposes of this study we limit our analysis to 1584 (n=855 females and n=729 males) 
cases who indicated that they were currently enrolled in the NHIS, or had been enrolled 
at some previous point in time.  
5.3.2 Measures 
The dependent variable was created out of the sample of those who had ever been 
enrolled in the NHIS and then dichotomized based on the question “Are you currently 
enrolled in the NHIS?” Those that indicated they were currently still enrolled were coded 
‘0’ (reference category) and those that were not enrolled at the time of the survey, and 
thus considered to be dropped out, were coded ‘1’. There is no formal process to dropout 
of the NHIS – it simply occurs when the yearly membership is not renewed. 
The primary independent variable was measured through the question “Over the 
past 12 months, how would you describe the reliability of income for your household?” 
and was coded in one of four responses: ‘very reliable’ (1 – reference category), 
‘somewhat reliable’ (2), ‘somewhat unreliable’ (3), and ‘very unreliable’ (4). The use of 
subjective measures of income security is informed by the fact that personal judgments 
tend to more reliably capture economic security in predominantly subsistence economies 
characterized by diverse sources of household income, communal ownership of property, 
and cash flows that ebb and flow over the course of the farming season. Given that 
dropping out of the NHIS hinges on annual premium payments being made before a 
cardholder’s expiry date, we theorized that renewals may have more to do with household 
cash flow at a said point in time, versus overall wealth status of the individual. Similarly, 
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we also controlled for ‘Food Secure’ as an additional indicator of household 
socioeconomic status captured through the question “Over the past year how often if ever 
have you or your family/household gone without enough food to eat?” Those that 
responded with ‘never’ (food secure) were coded as ‘1’ (reference category) and those 
that indicated they had gone without food (food insecure) were coded as ‘2’.  
The study also controlled for the variable ‘Satisfaction with the NHIS’, where 
participants were asked to rate their satisfaction on a five point scale. Those that 
answered ‘very satisfied’ were coded ‘1’, those that answered ‘somewhat satisfied’ were 
coded ‘2’ and not satisfied coded as ‘unsatisfied - 3’. Recognizing that the final decision 
whether to enroll may rest with other members within a household, the study also 
controlled for the variable ‘NHIS personal choice’ where participants were asked “was it 
your personal decision to enroll/not enroll in the NHIS?” where yes was coded ‘1’ and 
no was coded as ‘2’, with yes as the reference category. The study also controlled for 
level of education given that past studies have found a positive relationship between 
education and enrolment, even when controlling for wealth status (Dixon, Tenkorang & 
Luginaah, 2011; Glewwe, 1999). Finally, the study controls for socio-demographics; 
marital status, religion and number of under-fives in the household. ‘Marital Status’ was 
coded ‘1’ for single ‘2’ for married, and ‘3’ for divorce/separated/widowed, with single 
as the reference category. ‘Religion’ was coded ‘1’ for Christian, ‘2’ for Muslim, and ‘3’ 
for traditional, with Christian as the reference category. Lastly, number of under-fives in 
the household was coded ‘0’ if there was none, ‘1’ if there were between 1 and 3 
children, and ‘2’ if there were 3 or more children, with none as the reference category. 
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5.3.3 Analytical Model 
Our dependent variable ‘Dropped Out of NHIS’ is a binary categorical variable 
with two possible outcomes ‘No’ or ‘Yes’. Instead of a binary logit model which is 
premised on the assumption that the outcomes of dependent variable is fairly evenly split, 
we applied a negative log-log model in order to take into account of the fact that the 
distribution of the dependent variable is highly uneven (see table 7). The log-log link 
function is appropriate for dependent variables with highly uneven binary outcomes 
because it produces unbiased parameter estimates.  In addition, ordinary binary logit 
models are built with an assumption of independence of responses between cases in the 
sample. However, sampling in our study was hierarchal, meaning cases from the same 
cluster are likely to share similar pattern of responses. STATA 13 SE has a strategy for 
correcting potential bias introduced by non-independence by imposing on the models a 
‘cluster’ variable resulting in more statistically robust parameter estimates. The cluster 
number was assigned by the authors to each case based on geographic distribution of the 
respondents at the village level. In total there were 66 separate clusters identified. 
 
5.4 Results 
Slightly under a third of females and males indicated that they had dropped out of 
the NHIS at the time of the survey, while the other two thirds remained enrolled.  While 
few respondents indicated that their income was ‘very reliable’ (8.4% of females and 
8.9% males) many respondents had somewhat reliable incomes (38.2% and 43.6%), 
somewhat unreliable incomes (26.9% and 25.1%) and very unreliable incomes (26.4% 
and 22.4%). Table 7 presents the study sample characteristics.   
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Table 7: Univariate results for select independent and dependent variables 
 
Females (n=855 ) Males (n=729) 
% of respondents % of respondents 
Enrolment Status   
Enrolled 72.4 71.1 
Drop Out 27.6 28.9 
   
Income Reliability   
Very Reliable  8.4  8.9 
Somewhat Reliable 38.2 43.6 
Somewhat Unreliable 26.9 25.1 
Very Unreliable 26.4 22.4 
 
  
Food Secure   
Yes  49.8 52.4 
No 50.2 47.6 
 
  
NHIS Satisfaction   
Very Satisfied  39.9 28.8 
Somewhat Satisfied  42.7 52.0 
Unsatisfied 17.4 19.2 
   
NHIS Personal Choice   
Yes  81.4 83.3 
No 18.6 16.7 
   
Education Level   
None  35.1 30.5 
Primary  32.6 25.5 
Secondary 20.8 26.3 
University/College 11.5 17.7 
   
Marital Status   
Single  24.4 30.9 
Married  64.3 66.0 
Wid-Sep-Divorced  11.2 3.2 
   
Religion   
Christian  66.7 59.8 
Muslim  18.6 18.4 
Traditional 14.7 21.8 
   
Household Under 5 Years   
None  22.6 24.1 
1 or 2  48.9 45.0 
3 or more 28.5 30.9 
   
Note:    NHIS = National Health Insurance Scheme 
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Table 8 provides the bivariate relationships between the dependent variable 
‘Enrolment Status’ and each of the independent variables. Our focal independent 
variable, ‘Income Reliability’, is significantly linked to the dependent variable for both 
men and women, where those with progressively less reliable incomes were more likely 
to dropout of the NHIS. Specifically, females with somewhat unreliable or very 
unreliable incomes were 2.1 times and 2.5 times respectively more likely to dropout of 
the NHIS when compared to females with very reliable incomes. Likewise, males in 
those categories were 1.9 times and 1.7 times respectively more likely to dropout of the 
NHIS. Bivariate results also indicate that food security was a highly significant predictor 
of dropping out, especially for women. Females who were food insecure were 50% more 
likely to dropout of the NHIS compared to those who were food secure. Men and women 
who were unsatisfied with the NHIS and who indicated that their enrollment status was 
not their personal choice were both significantly more likely to dropout of the scheme. 
Having a higher level of education was associated with decreased likelihood of dropping 
out, for both females and males. Having one or more under-five children in the household 
did not appear significant at the bivariate level for males, but did significantly increases 
females’ likelihood of dropping out by approximately 30%.  
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Table 8: Bivariate Results: Odds of Dropping out of The National 
Health Insurance Scheme 
Independent variables Females  Males 
Income Reliability    
Very Reliable (ref) 1.000 1.000 
Somewhat Reliable 1.688 (0.254) *** 1.689 (0.295) ** 
Somewhat Unreliable 2.140 (0.348) ***  1.965 (0.397) *** 
Very Unreliable 2.481 (0.452) *** 1.714 (0.363) ** 
   
Food Secure   
Yes (ref) 1.000 1.000 
No 1.523 (0.160) *** 1.351 (0.161) * 
   
NHIS Satisfaction   
Very Satisfied (ref) 1.000 1.000 
Somewhat Satisfied  0.991 (0.104) 1.282 (0.157) *  
Unsatisfied 1.359 (0.167) * 1.673 (0.258) *** 
   
NHIS Personal Choice   
Yes (ref) 1.000 1.000 
No 2.838 (0.641) *** 2.665 (0.560) *** 
   
Education Level   
None (ref) 1.000 1.000 
Primary  0.779 (0.090) * 1.264 (0.187)  
Secondary 0.639 (0.091) ** 0.723 (0.095)  
University/College 0.478 (0.052) *** 0.542 (0.076) *** 
   
Marital Status   
Single (ref) 1.000 1.000 
Married  0.869 (0.104) 0.994 (0.126) 
Wid-Sep-Divorced  1.047 (0.169) 1.176 (0.353) 
   
Religion   
Christian (ref) 1.000 1.000 
Muslim  1.031 (0.170) 1.406 (0.232) * 
Traditional 1.310 (0.192) † 1.355 (0.173) * 
   
Household Under 5 Years   
None (ref) 1.000 1.000 
1 or 2  1.333 (0.150) ** 1.207 (0.164) 
3 or more 1.295 (0.145) * 1.032 (0.142) 
Note:   Odd Ratios are adjusted for clustering and clustered robust standard errors 
are presented in parentheses; †p<0.10; *p<0.05; **p<0.01; ***p<0.001 
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Multivariate results are presented in table 9, with six models total (three each for 
females and males). In the first model we controlled for income reliability and food 
security. As at bivariate level, both income reliability and food security maintained their 
significance in the multivariate models. Compared to females with very reliable incomes, 
those with somewhat reliable, somewhat unreliable and very unreliable incomes were 1.6, 
1.9, and 2.1 times more likely to dropout of the NHIS, respectively. As well, females who 
reported being food insecure were over 30% more likely to dropout compared to those 
who were food secure. Males who indicated they had somewhat reliable, somewhat 
unreliable and very unreliable incomes were similarly more likely to dropout of the NHIS 
compared to those with very reliable incomes; and those who were food insecure were 
30% more likely to dropout.  
Model 2 adds to the analysis variables measuring individual desire and choice in 
participation in the NHIS. With this, we find that the impact of income reliability and 
food security slightly attenuates for females, but remain statistically significant. For 
males, however, income reliability and food security lose all statistical significance. 
Thus, the results show that lack of personal choice to remain enrolled is an important 
predictor for dropping out of the NHIS, for both men and women. However, being 
somewhat satisfied or unsatisfied with the NHIS only predicted dropping out for the 
males (OR=1.251 and OR=1.620, respectively). Additionally, the second model 
emphasizes the importance that education seems to play in reducing NHIS dropouts. 
Particularly males with university or college education were highly significant to the 
model, with a more than 50% reduction in dropouts compared to their uneducated peers.  
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The final model (model 3) controls for the effect of socio-demographic influences 
of marital status, religion and young children on dropping out of the NHIS. For women, 
adding in these demographic variables does little to alter the results from model 2 with 
one notable exception – education picks up statistical significance when socio-
demographics are controlled for. Thus, women are less likely to dropout of the NHIS 
with increase in education attainment. In terms of marital status, when compared to single 
women, married and widowed/separated/divorced women were less likely to dropout of 
the NHIS (OR=0.719 and OR=0.721, respectively). While religion was not a significant 
predictor for females it was retained in the multivariate models on theoretical grounds. 
However, having one or two under-five children increased the likelihood of dropping out 
compared with women who had no children. For the male model, while adding socio-
demographic variables slightly attenuated the significance of those that indicated they 
were ‘somewhat satisfied’ with the NHIS, when compared to those stated being satisfied, 
males that were unsatisfied with the NHIS were still more than 50% more likely to 
dropout of the scheme. As in model 2, men that did not have a personal choice in their 
NHIS status were more likely to dropout (OR=2.794). Adding the covariates in model 3 
also alienated the relationship between education and enrolment for males; having a 
secondary or university/college training was more negatively associated with dropping 
out compared with those with primary or no education (OR=0.614 and OR=0.457).   
Finally, while religion was not a significant predictor for the female model, males who 
identified as Muslim were significantly more likely to dropout of the NHIS, though 
neither male marital status nor males with young children were significant variables.  
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Table 9: Multivariate Results: Odds of Dropping Out of The National Health Insurance Scheme. 
Females   Males 
Independent variables Model 1 Model 2 Model 3 
 
Model 1 Model 2 Model 3 
Income Reliability  
   
 
   
Very Reliable (ref) 1.000 1.000 1.000 1.000 1.000 1.000 
Somewhat Reliable 1.636 (0.249) ** 1.395 (0.248) † 1.517 (0.278) *  1.588 (0.295) * 1.333 (0.250) 1.394 (0.273) † 
Somewhat Unreliable 1.904 (0.320) *** 1.592 (0.317) * 1.706 (0.354) * 1.794 (0.389) ** 1.268 (0.309) 1.344 (0.321) 
Very Unreliable 2.143 (0.410) *** 1.631 (0.360) * 1.788 (0.406) * 1.486 (0.337) † 1.102 (0.268) 1.151 (0.270) 
 
      
Food Secure 
      
Yes (ref) 1.000 1.000 1.000 1.000 1.000 1.000 
No 1.354 (0.157) ** 2.575 (0.586) *** 1.224 (0.120) * 1.304 (0.164) * 1.137 (0.134) 1.161 (0.131) 
 
      
NHIS Satisfaction 
      
Very Satisfied (ref) 
 1.000 1.000  1.000 1.000 
Somewhat Satisfied  
 1.008 (0.107)  1.012 (0.109)   1.251 (0.143) * 1.238 (0.151) † 
Unsatisfied 
 1.236 (0.175) 1.225 (0.176)  1.620 (0.262) ** 1.584 (0.272) ** 
 
      
NHIS Personal Choice 
      
Yes (ref) 
 1.000 1.000  1.000 1.000 
No 
 2.575 (0.586) *** 2.526 (0.568) ***  2.656 (0.547) *** 2.794 (0.588) *** 
 
      
Education Level 
      
None (ref) 
 1.000 1.000  1.000 1.000 
Primary  
 0.804 (0.080) * 0.764 (0.077) ** 
 
 1.133 (0.185) 1.111 (0.180) 
Secondary 
 0.669 (0.106) * 0.616 (0.111) **  0.672 (0.104) * 0.614 (0.086) **  
University/College 
 0.703 (0.108) * 0.617 (0.101) **  0.498 (0.086) *** 0.457 (0.082) *** 
 
      
Marital Status 
      
Single (ref) 
  1.000   1.000 
Married  
  0.719 (0.099) *   0.807 (0.110)  
Wid-Sep-Divorced  
  0.721 (0.116) *   0.830 (0.254) 
 
      
Religion 
      
Christian (ref) 
  1.000   1.000 
Muslim  
  1.152 (0.183)    1.624 (0.284) ** 
Traditional 
  1.170 (0.176)   1.110 (0.154) 
 
      
Household Under 5 Years 
      
None (ref) 
  1.000   1.000 
1 or 2  
  1.255 (0.133) *   1.133 (0.161)  
3 or more 
  0.992 (0.107)   0.939 (0.134) 
 
Note:   Odd Ratios are adjusted for clustering and clustered robust standard errors are presented in parentheses; 
†p<0.10; *p<0.05; **p<0.01; ***p<0.001  
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5.5 Discussion 
The most important finding to emerge from our results is the clear differentiation 
in the profile of women and men in Ghana’s UWR who are dropping out of the NHIS. 
However, before addressing this, we must note that the study also revealed two important 
factors for dropping out that seem influence both women and men relatively equally. 
First, even when controlling for other variables, when women and men felt they did not 
have a personal choice in the decision to remain enrolled or to dropout, they were far 
more likely to dropout. In other words, the urgency and motivation to remain enrolled 
becomes lost when someone else is doing the decision-making. For both genders, this is 
likely an extended family member with control over the financial decision making for the 
household.  
Furthermore, in some cases women may have to negotiate with their husbands for 
funds to renew their membership in the NHIS. Work from Tolhurst and Nyonator (2006) 
highlights the complex process in which Ghanain women can bargain with their husbands 
for health care costs (including reporting him to elders or withholding her cooperation for 
other tasks). However, should these tools prove ineffective and there is no other soruce of 
revenue for the renewal of health insurance, in indiviudal has no choice but to drop out. 
Of course, the implication of this result is oddly a boast for the NHIS – flipped around, 
we see that when given the choice, both men and women are more likely to choose to 
continue to be enrolled in the scheme. 
The second factor that weighed strongly on both genders was that of education – 
the higher the level of education an individual has completed the less likely they are to 
dropout of the NHIS. While the association between education and pro-health behaviours 
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tends to be universally recognized, it is often attributed to the financial freedom that 
better paying jobs tend to afford. However, here we aruge that the power of education to 
remain enrolled has less to do with wealth (note that both food security and income 
reliability are being conrolled for) and more to do with the health literacy education 
provides. In addition to basic health knowledge, education has been found to influence a 
shift away from traditional beliefs and practices towards a greater acceptance biomedical 
explanations of disease treatable by mainstream medicine (Barrett & Browne, 1996; 
Frost, Forste & Haas, 2005). In this case, the higher the level of education, the likely 
greater apprecation of health care and the imporance of maintaining enrolment in the 
NHIS to maintain access to that health care.  
As mentioned earlier, there is a clear gendered difference influencing the 
withdrawal of members from Ghana’s NHIS. Given that within the same household men 
and women have different responsibilities and obligations on how they must use their 
time and money, the discerning gendered results from this study seems to suggest that 
even when men and women are making their own decision to dropout of the NHIS, it is a 
choice situated within a wider societal context. Given UWR women’s primary 
responsibilities as mothers and wives and their obligations towards the family and 
children, our results showing that women who are food insecure and have unreliable 
incomes are more likely to dropout provides a conceptual explanation. If a woman has a 
limited amount of resources at her disposal, cultural norms would dictate feeding her 
children and caring for the family as a number one priority over reenrolling for health 
insurance. This is not to say that health insurance is not desired, rather that for women in 
the UWR there may instead be greater expectations placed on familial and household 
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responsibilities. At the same time our results also show that married, widowed, separated 
and divorced women are all less likely to dropout of the NHIS compared to single 
women. In Ghana single women are almost exclusively young and independent, and 
likely not as interested in obtaining or keeping health insurance as their older 
counterparts (Dixon, Tenkorang & Luginaah, 2011).  
As women in Ghana are considered responsible for caring for the children 
(Tolhurst et al., 2008; Tolhurst & Nyonator, 2006) it is also reasonable to expect that this 
financial burden reflects not only their individual renewal fee, but as well the required 
fees for their children. Though the NHIS provides ‘free enrolment’ for those under 18 
years of age, this exemption status is somewhat deceiving – not only must both parents be 
enrolled before it can be applied (National Health Insurance Regulations, LI 1809. 2004), 
but the exemption does not cover processing and renewal fees (Blanchet, Fink& Osei-
Akoto, 2012) of a few cedis for each child, which can begin to add up very quickly. 
Depending in part on the number of children, this can understandably exert considerable 
financial pressure on the household. That the renewal would be delayed for those who do 
not have this cash available is to be expected, especially given the largely subsistence 
basis for the region’s economy. Our study’s finding that women with one or two young 
children in the household were more likely to dropout bolsters this explanation. Keeping 
in mind that paying for health insurance translates to a tradeoff within a household budget 
(Koch & Alaba, 2010), women must weigh the cost of paying for their renewal fees 
against basic needs of the family. Women in Ghana are also responsible for daily food 
needs for the family, paying for children’s school uniforms and so on, and thus the large 
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amount of money at one time that is needed for renewing yearly health insurance 
coverage means, potentially, not having enough money for food for the family.  
In contrast to the results for the females, males in our study were not influenced 
by reliability of their incomes, food security, marital status, or having young children in 
the household. Instead the men in our study (unlike their female counterparts) were far 
more likely to dropout of the NHIS if they expressed dissatisfaction or limited 
satisfaction with the scheme. This finding runs contrary to the literature on initial 
enrolment in the NHIS, which shows a clear relationship between wealth status and 
enrolment, for both genders (Dixon, Tenkorang & Luginaah, 2009; Jehu-Appiah et al., 
2011). It is somewhat surprising then to find such a definitive gendered divide where 
(when controlling for other factors) socioeconomic factors did not seem to influence men 
in dropping out as much as their individual like or dislike of the scheme.  
However this finding is in line with our understandings of intra-household 
financial dynamics. Simply put, some men in the UWR may exercise more personal 
independence and less socially mandated obligations towards daily care of the family. 
This in turn means that men may act on their individual satisfaction or dissatisfaction 
with paying for the scheme, assuming their wives are responsible for ensuring on the rest 
of the family has health insurance coverage. Additionally, males are considered to be the 
heads of the family and ultimately in control of the finances. Men therefore need not 
consult anyone before making financial decisions regarding their NHIS enrolment. Yet 
looking at the effects of religion, Muslim men were also far more likely to drop out. A 
possible explanation is that Muslim men often deal with multiple families and their 
dynamics due to polygamous marriages. Thus, their spending may be somewhat more 
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thinly spread between these marriages and impacting dropout rates. Further research is 
needed to unpack these findings. 
 
5.6 Conclusions  
The objective of this article has been to address the policy implications of the mandated 
three month block-out penalty for individuals in Ghana’s UWR who do not renew their 
NHIS coverage within the allotted time period. We argue that this policy is based on the 
assumption that a mandatory block-out period will encourage individuals to renew their 
memberships on time and therefore prevent ‘adverse selection’ from occurring within the 
scheme. This of course is based on the unspoken notion that people are act as free, 
rational and independent individuals who have agency over their own lives. However 
given that gendered norms within the household shape both access to resources, demands 
on how those resources should be spent and how individuals are expected to spend their 
time, gender roles clearly clash with these detached notions of individual agency. Though 
men and women may be making the decisions themselves, these decisions are shaped by 
the world around them. In the context of Ghana’s Upper West Region, this usually means 
that while men have more leeway to spend their personal money as they wish, women are 
tending and spending on the daily care of the family. Thus the decision to dropout of the 
NHIS must be taken in context of other demands on a limited household budget with 
many obligations. For a family that has unreliable income or is food insecure, the 
decision to dropout of the NHIS in order to feed one self and the children, is not much of 
a choice at all.  
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5.7 Policy Implications  
Given these findings we must challenge the basic principle of the three month coverage 
block-out for those that later reenroll in the NHIS. Women in particular seem to be 
dropping out for reasons that are tightly intertwined with cultural gendered norms, and 
are not therefore making rational and free decisions that could be discouraged through a 
block-out penalty. Given this, it seems that the policy is in effect merely punishing these 
people for being poor and not being able to afford their renewal fees. Keeping with the 
NHIS’ mandate to ensure access to basic healthcare services to all residents, we suggest 
that this policy needs to be discarded in exchange for more focused effort on the part of 
policy makers on assisting the poor, especially women, in finding ways to keep them 
continuously enrolled. The recent suggestions of a one-time payment option are a good 
start, although there may be concerns the very poor cannot raise lump sum monies 
required, but other methods, such as flexible terms of payments or better use of the 
payment exemption statuses would also go a long way.  
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6 “US RURAL PEOPLE ARE REALLY SUFFERING TO 
ENROLL”: EXAMINING THE NATIONAL HEALTH INSURANCE 
SCHEME IN THE CONTEXT OF GHANA’S UPPER WEST REGION 
 
Abstract: Despite its ideals to be a mechanism to create health care access for the poor 
and marginalized, studies have found Ghana’s National Health Insurance Scheme (NHIS) 
to be inequitable, especially in the historically neglected Upper West Region (UWR) of 
the country. Using qualitative methods this paper explores the interrelationship between 
the political ecology of health of the UWR, public perceptions, and challenges in 
enrolment in the NHIS. Findings reveal that inequality is not just about poverty, but a 
reflection of rural livelihoods and historic structural factors which clash with the rigid 
policy design of the NHIS. In order to optimize health insurance for all, we argue that this 
policy needs to be better tailored for the rural and deprived context of Ghana.  
 
 
Key words: Health Insurance, National Health Insurance Scheme, Political Ecology, 
Public Perceptions, Ghana, Upper West Region 
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6.1 Introduction 
This paper investigates the perceptions of and access to Ghana’s National Health 
Insurance Scheme (NHIS) in the specific context of the Upper West Region of the 
country. Evidence has shown that user fees negatively impact the poor’s access to health 
care (James et al., 2006). As health policy focuses on finding new was to bring access to 
the poor, health insurance schemes are therefore becoming increasing popular. Ghana is 
only one of two countries in sub Saharan Africa (SSA) to reach an intermediate stage of 
reform (Lagomarsino et al., 2012) and its experience with health insurance continues to 
accrue international attention. 
The NHIS was implemented in 2003 to replace the user fee based healthcare 
system in Ghana, commonly referred to as ‘cash-and-carry’. During the cash-and-carry 
era, Ghana’s poor were unable to afford most health care, often adopted a ‘wait and see’ 
strategy towards illness, and the use of home remedies subsequently increased (Asenso-
Okyere et al., 1998; Nyonator and Kutzin, 1999; Oppong and Williamson, 1996). In the 
void left by an inaccessible biomedical health care system (especially in the rural areas of 
Ghana), diseases subsequently flourished (Oppong, 2001). Cash-and-carry 
disproportionately hurt the poor and rural people in Ghana, and it was widely disliked 
(Agyepong and Adjei, 2008). Promising to get rid of the unpopular system, the New 
Patriotic Party successfully won the 2000 election, and began drafting the NHIS policy 
with the objective to “secure the implementation of a national health insurance policy that 
ensures access to basic healthcare services to all residents” (National Health Insurance 
Act 2003, Act 650, Part I, Section 2). 
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Funding for the NHIS is obtained from multiple sources: a general goods and 
services tax of 2.5% known as the National Health Insurance Levy; contribution from 
formal workers from their pension fund; funds allocated by parliament, money that 
accrues from investments; grants or donations; and fees and premium charges to informal 
members (NHIA, 2012). The scheme differentiates between formal and informal 
members, with the former granted free enrolment (due to contributions through their 
pension fund) and the latter required to make annual premium payments (despite heavy 
government and general tax input into the program). Though technically the law requires 
all Ghanaian citizens to be enrolled in some form of health insurance coverage, in 
practice this rule has never been enforced and many citizens are without coverage of any 
kind (Witter and Garshong, 2009). These individuals must therefore pay out-of-pocket at 
the health facility for treatment, meaning that by consequence, the cash-and-carry system 
still lives on. Questions surrounding inequalities in access to health care therefore still 
remain pressing. 
While there have been national and regional quantitative analysis of the NHIS 
enrolment (Asante & Aikins, 2008; Dixon et al., 2011; Jehu-Appiah et al., 2011; Sarpong 
et al., 2010), perceptions of service provision (Dixon et al., 2013) and its role in assisting 
with health care utilization (Dixon et al., 2014; Mensah et al., 2010), only four studies 
have qualitatively examined the NHIS. Two of these studies focused on managerial level 
problems (Agyepong and Nagai, 2011; Sakyi et al., 2012). The third (Dalinjong and Laar, 
2012) used mixed methods to evaluate perceptions of both providers and clients. Though 
this included eight focus group discussions with community members, the resulting 
publication ended up marginalizing much of the community perspectives with the 
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quantitative results and perceptions from management. The final study of the four 
(Jennische, 2012) used an ethnographic methodology to explore how the NHIS was used 
as a tool to control, organize and tax informal workers in the marketplace and taxi station 
of the urban centre of the Eastern Region. Though Jennische’s work is a welcome 
addition to a thin body of literature, its focus is primarily on the NHIS as an economic or 
social tool, and not on its role in health. As such, there is clearly a need for an in-depth 
qualitative analysis that examines the community perceptions of and experiences with the 
NHIS.  
Despite ideals of creating a pro-poor health care system, evidence so far indicates 
that the poor are the least likely to enroll (Dixon et al., 2011). However, enrolment varies 
widely by region. Paradoxically the deprived UWR is simultaneously the region with the 
highest rates of enrolment (NHIA, 2012) yet also the widest ranges of inequality in 
enrolment, along with its two neighboring regions of the north (Dixon et al., 2011). With 
a geographic focus on the UWR this study addressed three objectives: to examine public 
perceptions of the NHIS in the context of the UWR; to explore the interrelationship 
between the political ecology of health of the UWR and subsequent issues of access to 
the NHIS; and to interrogate the paradox of high enrolment and simultaneous inequality 
in enrolment.   
 
6.2 Theoretical Context 
This study is situated within the theoretical perspective of the political ecology of 
health (PEH). While political ecology’s considerations of disease and health have been 
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present in some form for a few decades (see for instance, Hughes and Hunter, 1970; 
Turshen, 1977), Mayer’s (1996) was one of the strongest formalized calls for the theory, 
merging perspectives of medical geography and political ecology. The use of political 
ecology as an analytic social framework to explain the spread of disease within the 
window of human-environment interactions has become an important theoretical 
addition. Yet similar to the ‘coming out’ of health geography which represented a shift 
away from solely space based disease-focused biomedical studies into wider 
considerations of social place, social theory and individual understandings of health (see 
Kearns, 1993; Litva and Eyles, 1995; Elliott, 1999), so too has the political ecology’s 
study of disease evolved. From this emerged PEH, which draws on the strengths of 
political ecology of disease but casts a wider net in understanding health and wellbeing 
(King, 2010). Further, and central to the discourse of this paper, PEH would also 
recognize the ability to access health care as a critical component in the overall milieu of 
health.  
PEH is rooted in the central concepts of context, scale (both geographic and 
historical) and structural relationships (Bebbington and Batterbury, 2001; Peet and Watts, 
2004). It examines how contemporary health questions are framed and shaped by large 
forces such as history, economics and government policies (Kalipeni and Oppong, 1998). 
By combining these factors with an understanding of ecology, PEH can “consider the 
relation of people to their environment in all its complexity” (Turshen, 1977:48). A part 
of the strength of PEH is that its dual origins of political ecology and health geography 
both emphasize the concept of geography, space and place. Thus the landscape represents 
both context, “layerings of history, social structure and built environment that converge 
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in particular places” (Kearns and Moon, 2002: 611) as well as a focal point to guide the 
analysis, which we can view power relationships and see inequities at multiple scales 
(Kalipeni and Oppong, 1998; King, 2010). For example, Turshen’s (1984) study on the 
political economy of disease in Tanzania emphasizes not only the local and contextual 
influences, but as well the historical role of the colonial government in creating spaces of 
economic deprivation and uneven power relations with direct negative implications for 
health. A similar pattern appears in Ghana, as is discussed below.   
Additionally, unlike the biomedical focus on the individual’s role in the spread of 
disease (or indeed, other theories that focus on individual determinants on access to 
health care), PEH focuses on the collective whole, emphasizes the interaction of people 
within their environmental, economic, political, and social circumstances and its role in 
health and wellbeing. Thus, the opportunities for healthy decision-making cannot be 
understood as only individual rational choices, but rather as embedded in these large-
scale structures. For instance, Richmond et al. (2005) pioneered the use of PEH with First 
Nations and showed that diminishing access to environmental resources linked to 
detrimental impacts on community health and well being illustrated how limited 
autonomy over environmental resources corresponded with poorer health and wellbeing 
at the community level. Also using a PEH framework, Mkandawire et al. (2013) explored 
how an absence of formalized policy interventions has perpetuated the spread of Hepatitis 
B in Ghana. By keeping local people uninformed of the existence and severity of the 
disease, government officials effectively limited opportunities to prevent its spread.   
King (2010) argues that PEH is an important contribution to the research agenda 
on the geographies of human health, in part by highlighting the political role of national 
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and international health institutions in creating health policy. This provides for “the 
identification of failures in health policy that stem from misunderstandings of local 
practices and knowledge systems.” (King, 2010:50; emphasis added), thus providing a 
crucial point of analysis for using PEH to study access to health care. Though access to 
health care has regularly been included in PEH studies as a contributing factor to disease 
spread (e.g., Barnett and Blaikie 1992; Kalipeni and Oppong, 1998; Mkandawire et al., 
2013), geographers have yet to embrace PEH to study the processes that influence access. 
This research highlights the relevance of the PEH framework for understanding the role 
of the political ecology in Ghana’s UWR on access and enrolment to the National Health 
Insurance Scheme.  
 
6.3 The Study Context: The Upper West Region 
Despite Ghana’s recent economic progress (Sahn and Stifel, 2000; World Bank, 
2013), stark geographic disparities in welfare and wellbeing remain (GSS, GHS & ICF 
Macro, 2009; IMF, 2012), with the UWR arguably faring the worst (Coulombe and 
Wodon, 2007; Songsore and Denkabe, 1995). The UWR, located in the Guinean savanna 
vegetation belt in the northwestern corner of Ghana and bordered by Burkina Faso to the 
north and west flanks, sits almost diametrically opposite to Ghana’s capital region on the 
southern costal shore – a distance of over 700 kilometers. Of the UWR’s 702,110 people, 
48.6% male and 51.4% female, the vast majority reside in rural areas, often in houses of 
ten persons or more, and are relatively younger than the general population with 42.8% of 
residents under the age of 15 (Ghana Statistical Service, 2013). Spanning an area of 
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18,476km2, approximately 12.7% of Ghana’s total landmass (Ghana Statistical Service, 
2005), only 16.3% of the total population is considered urban, compared to national 
average of 51% (Ghana Statistical Service, 2013).  
The health of those in the UWR also remains worrisome, with maternal mortality 
(GSS, GHS & ICF Macro, 2009), Hepatitis B (Mkandawire et al., 2013) and HIV/AIDS 
(Luginaah, 2008) among top concerns. Nine out of every ten children in the UWR are 
anemic and 14% are wasted – both of which represent the highest rates in Ghana (GSS, 
GHS & ICF Macro, 2009). Despite these statistics, the UWR holds only 17 of the 
country’s 881 physicians, as they are generally clustered in the Ghana’s capital region in 
the south (Ministry of Health Ghana, 2011). 
Such diverse levels of national development were established as far back as the 
19th century through geographically uneven policies by the colonial state, which 
exploited the region as a labour reserve and broadly underfunded social services such as 
education and health care. Focusing instead on lucrative projects in the southern half of 
the country, the northern regions reflect a pattern of neglect continued long after 
colonialism ended in 1957 (Konadu-Agyemang, 2000; Agyei-Mensah, 2006). These 
political decisions are fed by environmental conditions which differentiate between the 
northern and southern regions of the county. For example the north, including the UWR, 
is unfavourable for all-year rain-fed agricultural activities, whereas the southern part of 
Ghana receives  plentiful biannual rains which are ideal for the production of cash crops 
such as cocoa (Songsore, 2003). This is in addition to the southern region’s already 
booming economic development in other high value commodities including gold and 
offshore oil extraction.  
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Agriculture comprises the primary economic base of the UWR, over 80% of the 
UWR population depends on subsistence farming for their livelihoods (Songsore and 
Denkabe, 1995). The lone rainy season in the UWR (June–August) means that income is 
often strictly dependent on the subsequent single harvest. Besides agriculture, there are 
limited opportunities for employment in the region. Changing environmental conditions 
have led to increasing desertification and undermined subsistence and commercial 
agriculture, thereby exacerbating poverty in the north (IMF, 2012). These conditions have 
resulted in many of the region’s youth migrating to the south in search of more fertile 
farmlands and profitable commercial work (World Bank, 2011), with the goal to send 
remittances back to the UWR to support their families (Abdul-Korah, 2007; Kuuire et al., 
2013).  
Economic challenges are tightly intertwined with the region’s social problems. 
The incidence of poverty in the region is estimated in some areas to be as high as 96%, 
dramatically higher than the national average 39% (Ghana Poverty Reduction Strategy, 
2005). Previous census estimates have consistently described vast disparities in levels of 
education between the north and south. Low levels of education and high rates of 
illiteracy in the UWR have colloquially been blamed on cultural practices but may be 
better attributed to endemic levels of deprivation and the late introduction of higher 
education into northern Ghana (Ghana Statistical Service, 2005).  
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6.4 Methods 
The data for this study was collected in Ghana’s UWR between May and 
December 2011 and consisted of 17 focus group discussions (n=211), n=26 in-depth 
interviews. Ethical approval for the study was obtained from the Non-medical Research 
Ethics Board of Western University. Since research on the NHIS has so far been almost 
exclusively quantitative or ‘top-down’ in approach, in order to accomplish our study 
objective to examine local perceptions and understandings of the NHIS, we adopted an 
interpretive or ‘bottom-up’ approach conducted across the geographical space of the 
UWR.  
In many ways, the focus group serves as a microcosm society, and facilitates 
considerable interaction between participants (Lunt and Livingstone, 1996) as group 
members can ask one another questions, exchange anecdotes, and comment on one 
another’s experiences and points of view (Kidd & Parshall, 2000). Focus groups are ideal 
for shyer participants, as less inhibited members of the group can ‘break the ice’ 
(Kitzinger, 1995), which may facilitate interaction with cultural outsiders. In-depth 
interviews, on the other hand, compliment this method, by allowing for quieter 
participants to speak and assuring anonymity, and are ideal for allowing an extended and 
richer narrative to form (Miller and Crabtree, 2004). Put together, these methods are well 
suited to emphasize the contextuality of health and health care (Dyck, 1999). 
To achieve maximum variation in diverse opinions, males and females of varying 
NHIS enrolment statuses and varying ages from 18 to 90+ years were recruited. 
Recruitment for the focus groups involved two steps. First, contact was made with village 
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chiefs for preapproval and then contact with a local for broadcasting the time and purpose 
of the focus group. Participants were always made aware by the researcher of their right 
choose participation. Interview participants were similarly recruited but with individual 
contacts already established within villages, and with key informants such as village 
chiefs, community health workers and NHIS staff.  
All focus groups were conducted outdoors under trees, were grouped into either 
male or female groups in order to provide social comfort to participants, and averaged 
approximately one to one and a half hours in length. The interviews were conducted 
indoors in privacy and the participants were assured of their anonymity. Interviews varied 
greatly in length, between one half hour to three hours. All focus groups and interviews 
were led by the lead author with the assistance of a research assistant, and digitally 
recorded with consent of the respondents.  
Three research assistants were recommended contacts from the local University of 
Development Studies and each had roots in different geographical area of the UWR (all 
three also participated as research assistants in the survey component of the larger study). 
After training was provided on ethical issues and the goals and purposes of this study, as 
well as time spent building trust and rapport between the primary researcher and research 
assistants, a number of practice scenarios were conducted, with emphasis put on 
translating exactly (word for word) as much as possible. Together, these steps meant that 
once in the field conducting the interviews or focus groups, the research assistant 
embodied the goals of the study and could be relied on for ethical and accurate conduct. 
Additionally, the second author on this paper is a native speaker and spot-checked 
translations off of the audio recordings in order to ensure their accuracy.  
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The focus groups and interviews were led by the researcher and simultaneously 
translated through a research assistant fluent in Dagaare and Waali (the language of the 
participants). A checklist of topics (semi-structured open-ended questions) guided the 
focus groups and interviews. The checklist probed participants about several different 
topics related to their experiences with and opinions about the NHIS in the UWR. For 
instance questions included, ‘how did you hear of the health insurance?’, ‘what do you 
think of the health insurance?’, ‘have you experienced trouble registering in the health 
insurance?’. The checklist was designed to be flexible; new questions were added as 
necessary during the data collection process. Though somewhat slowed down by the 
translation process, the focus groups and interviews nonetheless remained 
‘conversational’, with much back-and-forth discussion between participants and the 
primary researcher.   
 
6.4.1 Analysis  
The data were transcribed verbatim first in the Dagaare/Waali language, and 
subsequently translated into English. An analysis of the data was conducted through an 
inductive model where the observations largely guided the theory generation. Following 
Strauss and Corbin (1990), we conducted line-by-line coding to produce textual elements 
that provided a means for explaining the data. As the data was carefully put into themes 
and sub-themes, the key categories under each theme were reviewed several times in 
order to ensure that concepts pertaining to the same phenomena were coded in the same 
category. The lead author, also having conducted the focus groups and interviews, did the 
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majority of the analysis, with the assistance of a Canadian research assistant to ensure 
consistency in coding. The transcripts from both focus groups and interviews were 
analyzed using the same coding scheme, thereby allowing for the identification of 
similarities and differences across and between groups.  
 
6.5 Results 
The results are organized around three main themes that emerged from the study: 
community perceptions of the NHIS; conflicts between the NHIS and the livelihoods of 
the UWR; and rigid NHIS policy processes. Direct quotations from the transcripts of the 
interviews and focus group discussions are used to punctuate these themes and 
contextualize participants’ responses. The participant's gender, whether a focus group 
(FGD) or in-depth interview (IDI) participant, Age, and NHIS enrolment status (NE= 
Never Enrolled, AM=Active Membership, EM= Expired Membership) are provided at 
the end of each quotation.  
 
6.5.1 Community Perceptions of the NHIS  
A unanimous finding from all of the interviews and focus group discussions, was 
that residents said they knew of the NHIS and felt that its introduction had benefited the 
region. There was general agreement that it was far better than the cash-and-carry system. 
Below, one participant reflects on what this change has meant:  
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… I can’t say that there is anything wrong with it because it is the 
best health care system that we have ever seen. Without it, you 
would fall sick and nobody has money to send you to the hospital. 
By the time your family finds money to send you to the hospital your 
condition could get worse... With the health insurance, you just go. 
It’s easy to get better. You don’t get as sick. It’s just better.   
(Female, FGD, 65, AM) 
 
Many participants drew on themes of expediency and freedom when discussing what 
registration in the NHIS has meant for them. As one participant puts it, “when you are 
enrolled and you are sick, you will go fast to the hospital”(Male, FGD, 29, AM), a 
sentiment that was echoed by many others. The ability to “just go [to seek care]” was 
commonly referenced. This sense of spontaneity should be characterized in contrast to 
the cash-and-carry system in which the high cost of visits to clinics made them unviable 
option.   
Participants also described that greater access to health care improved community 
health and knowledge more broadly about health and illness. For instance, one participant 
notes how the NHIS can intervene in the spread of HIV/AIDS:    
Since the health insurance has come we have gotten to know more 
about the HIV/AIDS and other sickness… when you go to the 
hospital with the health insurance they will diagnose you and tell 
you what the problem is and educate you. (Male, FGD, 42, AM) 
Although there is widespread appreciation and recognition of the benefits of the NHIS in 
the UWR, residents note that the policy is not without its problems. While the NHIS has 
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been a benefit to those who are enrolled in it, those who could not enroll felt they had 
been abandoned: 
You see my little boy here? He is ill. Just this morning he started 
vomiting and he is always complaining that he is thirsty. Anytime I 
give him water he will vomit again. If we had the health insurance … 
we would have gone straight to the hospital. But right now I don’t 
have the cash to even send him…. (Female, IDI, 25, NE) 
Another resident speaks about the challenges of enrolment:  
In my opinion it is good for those who have it. But for those who do 
not have it if you go to the hospital they will ‘cut off your head’. 
They will charge you expensive levies that either you pay or you go 
home with your sickness. That is not much of a choice. (Male, FGD, 
25, NE) 
Moreover, even when the uninsured choose to pay out of pocket to receive health 
care treatment, they would sometimes be harassed by staff for not having the 
NHIS:  
If you don’t have health insurance and you get to the hospital 
sometimes the nurses heckle you and throw all kinds of harsh words 
at you… (Female, FGD, 31, NE) 
Participants articulated the double burden faced by the extreme poor – too poor to enroll 
in the NHIS and then charged and harassed when trying to pay for health care. Residents 
suggested that, there were relative experiences of poverty in the UWR with the poorest 
being left to ‘die in silence’: 
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A lot of poor people are dying in their homes because they cannot go 
the hospital simply because they cannot enroll in the health insurance 
scheme. (Female, FGD, 72, AM) 
 A lot of people, they stay in their homes when they are sick because 
their relatives cannot afford the medical bills. They just die at home 
because they can’t go to the hospital…  (Female, IDI, 26, NE) 
 
6.5.2 Conflicts Between the NHIS and the Livelihoods of the UWR 
Findings from the focus groups and interviews indicated that the demands to 
enroll in NHIS seemed to directly clash with the livelihoods of the people in the UWR. 
As a large portion of the UWR relies solely on subsistence farming, they are largely 
detached from the cash economy. Enrolment in the NHIS, which requires cash, obviously 
poses a dilemma for these families:  
We farm just to feed our families, so we are not making any money 
out of it…  usually it is hard for us to come by money. Every year 
the land is less fertile, and the rains are unpredictable… so we don’t 
know even where our food will come from. (Male, IDI, 33, NE) 
Another respondent further explains the challenges of paying cash for 
enrolment:  
The only work we do here is farming. Here, there is no ready market 
for products, so sometimes when they come around to do the 
registration they will say that you can register on credit, that the food 
we eat is what we should sell.  We are forced to sell the food that we 
eat to pay for health insurance. So you sell your food, register and 
you to hungry. (Female, FGD, 35, EM) 
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Residents who register on credit must still find cash in order to rectify their debts. 
Further, by having to sell food produce to find cash, affected households are forced to 
make tough economic decisions. In some cases the decision to enroll may mean offsetting 
cash that would otherwise be used for food and sustenance, as explored below.   
Usually cash incomes for families in the UWR are meager in comparison to the 
registration fees for the NHIS (see Table 10). Many participants spoke of gathering 
money bit by bit, a few pesewas here, a few pesewas there with the men doing odd jobs 
in town and the women collecting firewood or selling pito (locally brewed beer). Though, 
even those incomes largely depended on how close one’s village was to a market. 
Considering that registration for an adult was 12 Ghana cedis and 5 Ghana cedis for a 
child, this was viewed by participants as a lot of cash to have on hand at once to register 
the whole family:   
Most of the time we don’t have ready cash to pay. If they could make 
it flexible it would be better for us… maybe even spread it through 
the year? (Female, IDI, 40, EM) 
Further compounding the problem of a lack of cash incomes is the seasonal nature 
of farm work in the UWR. Unlike the southern regions of the country, which have two 
annual rainy seasons, the UWR’s lone rainy season means that much of the year is spent 
in poverty waiting for the harvest to arrive:  
Only if it rains regular, around September or October when we 
harvest groundnuts will you be able to get some crops to sell to pay 
for the health insurance. (Female, IDI, 34, AM) 
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What I am saying to you is that there is no sources of income here 
apart from the farms. In this season, and just before this season, we 
have nothing. We get up and we work and we end the day with 
nothing. There is no money until the harvest. (Female, FGD, 51, 
EM) 
The two quotations above capture the precarious timeframe that many people in the 
UWR feel they have to enroll or to renew their membership. It is only those that have 
saved enough money or have external support systems that can enroll or renew outside of 
the harvest season. Yet, participants also pointed to problems when their card expired 
during the harvest and they had to leave the farm to go and renew their health insurance 
coverage: 
Sometimes when you travel to renew your card, they don’t renew it 
that very day. [Some of us] end up sleeping there… we will be there 
and be thinking of our farms… (Male, FGD, 41, AM) 
The participant below notes how renewal delays can burden the family’s 
livelihood: 
There is an agent here, but she is not active so if you need it you 
have to travel all the way to Nadowli. You have to pay for your 
transportation, that cost is on you. You go and fill a form and then 
they tell you the cameraman is not even there for you to snap, so you 
have to come back another day. It is too much of a burden on us, all 
this time it takes, when we need to be on the farm, we need to be 
there and working to try to feed our families! (Male, FGD, 57, EM) 
Another participant comments the tradeoff between renewing and tending to her 
crops:  
When I have to renew? Yes it takes a long time, the whole day. I 
walk there, so if I leave at sunrise, I will be there by noon. After they 
are finished, I turn around and walk back. It will probably be night 
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by the time I am back home... It’s a whole day without tending to my 
crops, so I just say my prayers and hope that I don’t lose any of 
them…  (Female, IDI, 25, AM) 
In light of the financial strain that the health insurance premium can take, any time spent 
away from farm work can doubly marginalize on already deprived families.  
This strain between paying for health insurance and feeding the family was 
regarded as one of the most problematic aspects of trying to enroll in health insurance:  
Usually I make this charcoal and send it to the daily market to sell. 
And the money I get can hardly just even feed us. So it is the food 
that is more important than the health insurance. I cannot take food 
money and go and register for health insurance. (Female, FGD, 27, 
NE) 
 
Another woman also reflects on the trade off between eating and enrolment: 
Each of us [women] have separate business… some brew pito, some 
pick stones, some also burn charcoal.  But when you get the money 
you are in a dilemma whether to use the money to buy food stuff or 
to use the money to register for the health insurance (Female, FGD, 
19, NE) 
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Table 10: Comparative Cost of Common Items in the Upper West Region  
 
Item Approximate Cost1 
Adult NHIS Premium 12.002 cedis  
Child NHIS Enrolment 5.003 cedis 
Bag of Imported Rice (5kg) 20.00 cedis 
Soap Pack 6.00 cedis 
Small Bowl of Tomatoes 1.50 cedis 
Large Cabbage 1.50 cedis 
Serving of Pito (Calabash) 1.50 cedis 
Bushel of Corn 1.50 cedis 
Large Green Bell Pepper 1.00 cedis 
Ionized Salt (10) 1.00 cedis 
Trotro Ride (about 10km) 1.00 cedis 
Satchel of Water 0.10 cedis 
Bushel of Cooking Greens 0.20 cedis 
Shea Butter Ball 0.05 cedis 
Notes: 
1. Prices are just general approximations and dependent on bargaining, location and season, and 
based when study was conducted 
2. Premium fees vary by district, with most districts in the UWR asking for this amount at the time 
this study was conducted 
3. Children do not pay premiums under the NHIS though are required to provided an annual 
registration fee to receive coverage. Children can only enroll under a parent with an active (i.e., has 
paid their annual premiums) NHIS membership.   
 
 
The cost of enrolling in the NHIS in contrast to the cost of common items in the 
UWR is set out in Table 10. Since both food and the NHIS are important for health, 
participants felt this was an impossible dilemma scenario; either they sell their food or 
use money that was designated to buy food to enroll in health insurance which means 
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leaving their family hungry, or they would eat what they had and were left vulnerable 
without having health insurance.   
  
6.5.3 Rigid NHIS Policy Processes  
The rigidity of the NHIS policy was highlighted by participants as being a major 
challenge that conflicts with the realities of the UWR. Chief among these problems was 
the need for annual renewals. This posed a problem for two reasons: first, because many 
residents of the UWR are illiterate and cannot read their card to know when it expires; 
second, because once expired for three months members must pay a higher fee to re-
enroll. As the women below notes, these two issues are linked closely together:  
We are mostly illiterate and are not able to read the expiry date on 
our cards so sometimes it will expire and you have no idea. It is only 
when you send it to the hospital and they will tell you it has expired, 
and when want to renew it, they ask you to pay a penalty. (Female, 
FGD, 66, EM) 
The inability to renew on schedule was also linked to deep-seated deprivation in the 
UWR:  
When you go to renew it because it has expired you have to pay a 
penalty in addition to what you are supposed to pay for the renewal. 
So we have seen it to be a very big problem for us… But if we were 
not poor we will not wait until even a month to the expiry date 
before we were ready to renew. But because the money is not always 
there we have no choice… (Male, FGD, 39, EM) 
169 
 
Even though the NHIS allows for ‘exemptions’ for certain groups from having to pay 
premiums, these polices seemed to be failing in their effectiveness. For instance 
participants said NHIS agents failed to believe them when they said they were over 70 
years old (and therefore should qualify for the old age exemption): 
Mmm they don’t believe you because you don’t have any proof. 
When you tell them you are this age, if is the free type, they 
wouldn’t listen to you. In my fathers case he is old and lying there in 
the house helplessly yet I had to pay 12 Ghana cedis for him. 
(Female, FGD, 42, AM) 
 
I am over 90 years old and am suppose to be free. But I had to pay 
for it because I do not have a birth certificate…  (Female, IDI, 
estimated 92, AM) 
 
It would be rare to find any elderly person in the UWR to have a birth certificate in their 
possession. Thus, the rigid bureaucratic requirements to have a birth certificate as proof 
of age almost automatically disqualifies most of the UWR from the old age exemption in 
the NHIS.  Likewise, participants felt the indigent exemption – reserved for the core poor 
– was failing to serve its purpose, in large part due to the strict criteria needed for the 
exemption:  
… most of the times when you go out and tell them that you are poor 
they will tell you that if you are poor and you are vulnerable you 
should always be in your house. So because I am outside and able to 
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walk, they say I am not poor. No matter who you are, no matter if 
you are suffering. (Female, FGD, 56, NE) 
 
There is this thing they call the indigenes [the very poor]… but 
sometimes because of politics and things, it’s just a personal decision 
by those who conduct the registration. See my sister sitting here? For 
me she is an indigene, she has no income, but if she goes and 
registers they will turn her away… (Female, FGD, 28, AM).  
 
The quotation above reflects a common sentiment among participants – that there is 
poverty everywhere in the UWR, and many people in need of premium exemptions were 
not receiving them.  
When participants were asked how to solve the challenges with the NHIS 
registrations, they were able to offer a great deal of insight. Many suggested direct 
solutions, such as ‘the fees are too high for those in the UWR’, ‘allow for flexible 
payments’, ‘better identification of indigents’ or ‘stop the late renewal penalty’. Others, 
though, felt that the solutions for the NHIS lay in addressing the underlying problems of 
the UWR:  
It’s not even that the government should just make everything free 
for everybody. But if the government could make more job 
opportunities for us, we could make better incomes to register 
ourselves. We need more opportunities for those in the rural areas, as 
we are the ones struggling. At least if we can earn genuine incomes 
171 
 
to take care of our needs we can register for health insurance and 
enjoy better health care as a basic need... (Female, IDI, 26, NE) 
Taken together, the results show the multidimensional challenges related to enrolling and 
accessing health care under Ghana’s highly touted NHIS.  
 
6.6 Discussion and Conclusions 
The more rural one’s livelihood, the more difficult it likely is to enroll in the 
NHIS. This occurs primarily due to the requirement for cash to pay for NHIS premiums 
thus excluding those who live from a subsistence farming and have little to no cash 
incomes. Further, because the UWR is limited to a single rainy season and thus a single 
annual harvest, any income from the farm comes in at a very limited time frame; this can 
mean either one does not have the money to pay or does not have the time to leave the 
farm. Such livelihood conflicts layer on top of other structural problems that prevent the 
most vulnerable residents in the UWR from accessing the NHIS. Among these problems 
include illiteracy, historically linked to poor education in the UWR; the elderly being 
unable to prove their age, as until recently most births were never registered and birth 
certificates have tended to serve little purpose in the informal rural lifestyles of the UWR; 
and already high rates of poverty, hunger and malnutrition, which make the trade-off 
between enrollment and food a troubling decision.  
Although the NHIS has provisions to try to exempt the poor from paying 
premiums, it seems that the policy is unable to handle the epidemic of deprivation in the 
UWR. This outcome is a consequence of decades of political neglect and environmental 
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degradation and increasingly unpredictable rainfall due to climate change. Participants 
described fearing diminishing resources as their farmlands became more arid. Yet, NHIS 
officials adhere to strict criteria for the exemption statuses, making it out of reach of most 
who could benefit from the premium exemptions. The fact that the NHIS asks for penalty 
payments for those who cannot or do not re-enroll on time exemplifies how out of touch 
the policy is with the conditions on the ground in the UWR. It is obvious that late 
payments are not deliberate avoidance, but UWR residents are having to make hard 
choices between getting insurance and having something to eat.  
The PEH theoretical framework is useful in explaining the complexities of access 
to health care in the context of the NHIS. The strength of the PEH approach for our study 
on health care access is that it refocuses the discussion away from one of individual 
determinants towards the collective societal and environmental influences on the 
opportunities for healthy decision-making. Through this lens, it became apparent that 
participants sensed a stark state of separation between our study area and that of the 
Ghana’s capital Accra where the government is based and policy is created. This 
separation exists on many levels simultaneously, rooted deep in the UWR’s history: 
economic, political, environmental, cultural, and of course, the obvious geographic 
distance between the two places. Participants expressed that policy makers based in the 
capital rarely travel to the UWR (especially its vast rural areas) and have little concept of 
life in the region; often national designed policy ends up being better suited to those in 
the south of the country than to those in living in the UWR. Given this, it is not surprising 
that respondents in our study who could not afford to register for the NHIS felt generally 
‘abandoned’ and ‘forgotten’ by policy makers.  
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Indeed, the key finding of this research is that exclusion from health care has 
occurred due to the mismatch between the design of the NHIS and the local practices and 
realities of the UWR. King’s (2010) PEH framework theorized that a discrepancy 
between health policy and local practices and knowledge systems could be problematic 
for health outcomes. Although King was primarily talking about local practices and 
understandings surrounding diseases such as Posel et al.’s (2007) interrogation of AIDS 
discourses, it is beneficial to extend this framework to also encompass the ways in which 
health programs limit access through their organization and design. Mkandawire et al. 
(2013), likewise, argued that the differences between lay and expert knowledge (and the 
lack of intervention to rectify this discrepancy) contributed to the spread of Hepatitis B in 
the UWR. Once again, though the focus of their study was on a disease, we can similarly 
understand how problems with the health program (or lack thereof) occurred through 
failing to account for local circumstances. In the case of the NHIS this was evident with 
unnecessarily rigid requirements for registration or renewal, including specific time 
windows for program compliance. Thus while PEH has emphasized the role of health 
policy in either helping or hindering community health, our work specifies that health 
policies (such as health insurance) need to be better tailored to appropriately fit the 
contexts for which they are intended. What is needed a “gentle policy” (Elliot and Kiel, 
1996) that balances reason and is tailored for rural and deprived contexts in Ghana. 
In terms of the NHIS in the UWR, policy recommendations from the people 
themselves speak loudly and would be beneficial if policy makers would listen. For 
instance, recognition of sporadic and seasonal incomes by allowing for flexible payments 
would go a long way. There are ongoing discussions of a “one time premium payment 
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policy” which would eliminate the problems of annual renewals, though the long-term 
viability of this option is still unclear, and the upfront premium cost could put the NHIS 
out of reach for many of the poor. A viable alternative option may be a ‘savings system’ 
where residents can pay in small amounts whenever they are able. This would reduce the 
pressure on the individual to come up with renewal fees at the point of expiry. Such a 
system, while requiring organization on the part of the local health insurance agents 
would not require much in the way of additional financial investments. 
As well, while health insurance agents do travel out into the villages for 
enrollment/renewal purposes, their visits are few and far between and should be increased 
in order to alleviate travel demands on the rural people. Recognition, too, of the general 
levels of poverty in the UWR and easing up on rigid requirements for late renewal 
penalties, proof of age or requirements for the indigent exemption would help. Yet most 
importantly, resolutions will not come solely from technocratic tinkering with the health 
insurance scheme. Participants voiced strongly their desires for solutions that empower 
them with jobs, money and therefore the ability to make real choices. These solutions will 
come from government policies that deal with decades of uneven development of Ghana 
(Konadu-Agyemang, 2000). 
This research offers new perspectives on how social inequalities can be 
perpetuated and exasperated through health policies, namely Ghana’s National Health 
Insurance Scheme. Though Ghana’s NHIS was designed to address problems which kept 
its poor from accessing health care, poverty has been found to deter enrollment 
throughout the entire country and this barrier is even more pronounced in the three 
northern regions, which includes the UWR (Dixon et al., 2011). Our study demonstrates 
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that enrolment is not simply about wealth or poverty, but instead we find that the 
convergence of environmental, historical, economic, political, geographic and social 
factors have together excluded the very people that the program was designed to protect.  
While the UWR has the highest NHIS enrolment rates in all of Ghana (NHIA, 
2012), its enrolment was also found to be highly inequitable (Dixon et al. 2011). Through 
the use of the PEH framework our study suggests that this inequity is not due to poverty 
per se, but to the interweaving of many factors, with poor, rural, illiterate and subsistence 
based farmers (whose livelihoods are closely tied to the land) less likely to be able to 
meet the demands of the NHIS’ registration and renewal processes. The tragic irony of 
this situation is that it is these people who the NHIS was idealized for, those who need 
health insurance coverage the most because they can least afford to pay via the expensive 
alterative of fee for service. Though health systems worldwide have consistently been 
found inequitable, these inequities are in no way inevitable (Gwatkin, Bhuiya and 
Victora, 2004). Active consideration of both structural and historic factors which shape 
access to the NHIS can go a long way for policy makers to open up the health insurance 
scheme to those who need it the most.  
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Chapter 7  
 
7 SUMMARY AND CONCLUSIONS  
 
This chapter summarizes the major findings of this dissertation, its theoretical and 
methodological contributions with regard to barriers to enrolment in the NHIS in Ghana. 
It also provides a discussion of the implications of the study for policy and practice. The 
chapter concludes by highlighting relevant issues for further research. 
 
7.1 Introduction 
This study aimed to deeply examine the determinants of enrolment in Ghana’s 
National Health Insurance Scheme. Studies on Ghana’s NHIS and health insurance 
schemes more broadly have tended to focus equity questions around matters of wealth 
(Asante & Aikins, 2008; Dixon, Tenkorang & Luginaah, 2011; Health Systems 20/20, 
2009; Jehu-Appiah et al. 2011; Sarpong et al., 2010; Witter & Garshong, 2009). For 
instance, Saprong et al.’s (2010) study in the Ashanti Region found the wealthy were 
almost five times more likely to enroll that the poor. Jehu-Appiah et al.’s study in the 
Central Region and Eastern Region also finds “compelling evidence of inequity in 
enrollment” (Jehu-Appiah et al., 2011: 162) between the poor and the rich, and Dixon, 
Tenkorang and Luginaah (2011) who found that nationally the richest men were 2.73 
times more likely to enroll and the richest women 2.15 as likely to enroll, compared to 
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the poorest Ghanaians. Despite the many pro-poor elements built into the NHIS, it seems 
to be failing in its original mandate to bring accessible healthcare to all citizens.  
Why is the NHIS failing in its equity mandate? While part of this answer might 
come down to technical problems, such as the difficulties in identifying the core poor for 
premium exemptions (Aryeetey et al., 2010), this provides only piecemeal regard for the 
larger issues driving access. With the Upper West Region touting such high enrolment 
rates, there is reason to believe that exclusively focusing on wealth as a determinant is too 
simplistic. At the core of my dissertation was a drive to unpack the seeming paradox of 
mounting evidence on the importance of wealth and a rich-poor divide in enrolment 
trends in the NHIS, and yet Ghana’s most deprived Upper West Region has the highest 
enrolment rates. A story that was made even more complex with Dixon, Tenkorang and 
Luginaah’s (2011) finding of higher rates of NHIS enrolment inequality in the northern 
regions of Ghana.  
 Moreover, while wealth remains the prime focus of studies examining the 
determinants of enrolment in health insurance in SSA, there has in turn remained little in 
the way of theoretical support for these studies. Save for Jehu-Appiah et al. (2011), who 
drew on a behavioural model of access to health care, the literature on health insurance 
enrolment is an otherwise theoretically hollow collection that assume price and wealth as 
the primary drivers for access. This is particularly notable in the subject of gender, an 
axis which intersects with every other component of life and is a primary component in 
accessing resources both within and outside the household (Agarwal, 1997) and 
determining both need for and access to health care in Ghana (Buor, 2004). Yet its role in 
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shaping enrolment in the NHIS or health insurance in developing countries more broadly 
has been strikingly absent from the discussion thus far.  
Given this complex background, this research combined quantitative and 
qualitative methodologies in order to examine the barriers to enrolment in the NHIS in 
Ghana’s Upper West Region.  The research objectives were as follows:  
1. To determine significant patterned differences between those enrolled in, never 
enrolled in, and those who have dropped out of NHIS;  
2. To examine the financial, social and bureaucratic barriers to NHIS enrolment;   
3. To critically examine the influence of gender and patriarchy in enrollment and 
ability to pay for the NHIS; 
4. To explore community perceptions of the NHIS in the context of rural 
livelihoods.  
 
7.2  Summary of findings 
7.2.1  Objectives one, two and three: Determine significant patterns of 
difference between those enrolled, never enrolled and dropped out of the 
NHIS, and to examine the barriers to enrolment, with a critical emphasis 
on the role of gender 
 
 In order to assess patterned differences between enrolled and non-enrolled 
persons, and by extension understand the barriers leading to enrolment and maintaining 
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enrolment, quantitative methods were utilized (Chapter 4 and Chapter 5). Particular 
emphasis in both quantitative manuscripts was accorded to interpreting the gendered 
differences in the results.  
Using a multinomial logistic regression in Chapter 4, I have found that there are 
significant patterned differences between all three groups of interest: enrolled, never 
enrolled and dropped out. I have also shown that while household wealth did play a role 
in outcome, enrolment status was far more closely related to the respondent’s level of 
education. The importance of education to enrolment status was confirmed with the 
analysis in Chapter 5, which focused on dropouts. Meaning that even when controlling 
for other variables, as education level increased so too did the likelihood of enrolling in 
the NHIS and then maintaining that enrolment.  
In contrast, in both quantitative manuscripts, the primary independent variables of 
wealth (Chapter 4) or income reliability and food security (Chapter 5) revealed a 
variegated picture. Wealth (measured through household ownership) was only significant 
for men for predicting the poorest men never enrolling. While it was a predictor of 
enrolment for women, it was eclipsed by the power of education. Income reliability and 
food security were not related to dropping out of the NHIS for men, though were 
modestly significant for women. In essence, this study stands out against the chorus of 
other studies that have strongly emphasized the role of wealth in determining enrolment.  
Finally, the results for men and women split in a few notable ways in addition to 
wealth, suggesting that the role of gender was indeed important. For women, having 
young children in the household increased the likelihood of never enrolling and dropping 
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out, living in a non-nuclear household structure increased the likelihood of dropping out 
(Chapter 4) and indicating a marital status of single increased the likelihood of dropping 
out (Chapter 5). None of these were influential for men. Additionally, as noted above, the 
multivariate results demonstrated that wealth, income reliability and food security 
enacted a more powerful influence on women than on men, if at all. In contrast, 
enrolment status for the men in this study was significantly related to independent 
variables such as religion (notably Muslim men were far less likely to enroll or stay 
enrolled), desire to be in the NHIS (Chapter 4), and satisfaction with the NHIS (Chapter 
5) which were not consistent predictors of women’s enrolment status.  
In Chapter 5, I examined the implications of the policies around dropping out (and 
subsequently having to re-enroll in the scheme at a later time) and how this converged 
upon the NHIS’s policy for a 3-month block out in coverage. In this chapter the concept 
of free choice became important and, as such, the question “was it your personal choice 
to drop out of the NHIS?” also proved key. I found that for both men and women who 
were not making their own choices in this matter, they were far more likely to have 
dropped out. Or to say otherwise, those who make their own choices regarding enrolment 
are more likely to stay enrolled in the scheme, bringing into question the extent of power 
that can be exercised in the large families of the UWR and its patriarchal context.  
 
7.2.2 Objectives two and four: Examine barriers to enrolment and explore 
community perceptions of the NHIS in the context of rural livelihoods 
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In order to properly understand the full barriers to enrolment, it was essential to 
explore the community perceptions of the NHIS in the context of participant’s daily 
existence. As a large proportion of residents in the UWR rely on subsistence farming for 
their livelihood, it would be impossible to disentangle the meaning of health insurance – 
and the struggle of paying to enroll in the health insurance – from the practice of farming. 
Drawing on the qualitative data I sought to explore this meaning through the framework 
of the political ecology of health.  
The findings of this study reveal that, although the NHIS is extremely well liked 
and its benefits are widely appreciated by participants, enrolling in the NHIS remains 
problematic for a wide segment of the population as the more rural one’s livelihood, the 
more difficult it likely is to enroll. This occurs primarily due to the requirement for cash 
to pay for NHIS premiums, which by consequence excludes those who live a subsistence 
lifestyle and have little to no cash incomes. Other issues that are more common amongst 
the more vulnerable residents in the UWR further compound this issue. Among these 
problems include illiteracy, historically linked to poor education in the UWR; the elderly 
being unable to prove their age, as until recently most births were never registered and 
birth certificates have tended to serve little purpose in the informal rural lifestyles of the 
UWR; and already high rates of poverty, hunger and malnutrition, which make the trade-
off between enrollment and food a troubling decision. 
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7.3 Contributions of the Study 
7.3.1 Theoretical Contributions 
This study adds to the literature on health insurance enrolment in SSA, and more 
particularly to understanding the enrolment in Ghana’s NHIS. While the scheme has 
generated an increasing interest from academics eager to assess the vitality of Ghana’s 
health insurance scheme, the relative youth of national health insurance in SSA has left a 
void in regards to theoretically rigorous work. Our understanding of health insurance on 
the continent is in its infancy. One of the goals of this dissertation was to begin to fill that 
space.  
7.3.1.1 Enabling Factors: The Prominence of Education   
The socio-behavioural theoretical model pioneered by Andersen and subsequently 
updated (see Andersen, 1968; Andersen, 1995; Gelberg, Andersen & Leake, 2000) has 
been widely used in explaining access to health care, including in Ghana (Bour, 2004). 
This model suggests the importance of enabling factors (such as wealth and education) to 
explain access and utilization of health care, or in this study’s case, enrolment in health 
insurance. Given the largely subsistence livelihoods of people in the UWR, verbal reports 
of income were of little use and instead this study constructed a wealth variable based 
household ownership of various items (this technique is increasingly used by various 
researchers, including the Demographic and Health Survey, see Gwatkin et al., 2007 and 
Rutstein, 2008). Additionally, this study tapped into the seasonality of income, which is 
of great concern to anyone working in a rural, farm based setting. Despite these various 
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approaches, my dissertation’s measures of wealth consistently lost their potency in the 
multivariate models as other variables were held equal.   
Given the original impetus of this dissertation originated out of a paradox where 
overall the poor are less likely to enroll in the NHIS but the UWR, Ghana’s poorest 
region, has the highest enrolment (NHIA, 2012), the failure of wealth measures to have 
an impact in the UWR makes a great deal of sense. This does, however, stand out to the 
general finding of other studies on the NHIS (Asante & Aikins, 2008; Dixon, Tenkorang 
& Luginaah, 2011; Jehu-Appiah et al., 2011; Sarpong et al., 2010; Witter & Garshong, 
2009). And although there are some wealth equity issues with enrolling in the NHIS in 
the UWR, this study has demonstrated that it is not wealth per se driving such issues.   
As such, consistent with three others, I have found that education enables health 
insurance enrolment (De Allegri et al., 2006; Dixon, Tenkorang & Luginaah, 2011; Jehu-
Appiah et al., 2011), although unlike those studies this dissertation recognizes 
education’s importance as an enabling factor for enrolment above and beyond wealth. In 
contrast to the nuanced picture from our measure of wealth, education increased 
enrolment for both genders. This is a particularly powerful finding for the UWR, where 
the colonial government had sidelined education for so long despite great access in the 
south (Thomas, 1974), and even in present day the UWR remains behind the rest of 
Ghana (GSS, GHS and ICF Macro, 2009).  
Where in some contexts education acts as a proxy for wealth, in this context it is 
more likely that education plays a large part in shifting people away from traditional 
practices towards a greater acceptance of biomedical or mainstream medicine (Barrett & 
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Browne, 1996; Frost, Forste & Haas, 2005), and arguably with a greater appreciation for 
health insurance. This is in line with a long history of demographers who have also 
argued that education and wealth and markedly different impacts on health behaviours, 
such as fertility (Caldwell, 1979; Caldwell, 1980; Watkins, 1987). Reasons for this 
finding are numerous. Mkandawire et al. (2013), for instance, recently found that 
illiteracy and poor knowledge regimes in the UWR directly contributed to a lack of 
public understanding of Hepatitis B or urgency for testing and prevention. Second, 
particularly relevant to our gendered perspective, in northern Ghana education generally 
translates to an independence from the household and, especially for women, an increase 
in non-farm labour market participation and wages (Abdulai & Delgado, 1999). Further, 
Caldwell (1979) has argued that not only does education represent a cultural shift, but 
also a shifting emphasis towards preparing for the future. It maybe that families who have 
invested in education as economic security for their futures may be similarly likely to 
invest in health insurance for the same reasons. Put together, education creates both an 
appreciation for the need and means for men and women to enroll and stay enrolled in the 
NHIS.  
 
7.3.1.2 The Gender Divide: Women’s Responsibility For Health 
Insurance 
Feminist theories of intra-household bargaining (Sen, 1990; Agarwal, 1997), offer 
stiff critiques of unitary conceptualizations of the household, which seem to pervade in 
the current literature on health insurance in SSA. Instead, we must understand access and 
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control of resources as negotiated between individuals within the household from relative 
bargaining positions which are comprised of many aspects, such as the individual’s 
perceived contribution to household livelihoods or the individual’s social and economic 
position independent of the other household members (Sen, 1990). This means that the 
resources to (potentially) pay for health insurance must first be channeled through these 
gendered bargaining positions within the household.  
Despite social norms that expect men to contribute to women and children’s 
health care costs, in practice Ghanaian women are often left to pull from their own 
meager financial resources, using bargaining strategies to encourage husband to 
contribute (see Tolhurst & Nyonator, 2006; Nikièma, Haddad & Potvin, 2008). Such 
strategies are quickly eroded in a very deprived setting such as the UWR. Consequently, 
our findings that point to women’s NHIS enrolment being tied tightly to ‘mothering’ and 
other family related factors, while men’s enrolment is more likely to be predicated on 
individualized notions such as satisfaction and desire to enroll, speaks loudly as to the 
nature of the gendered constraints around health insurance enrolment. Given the absence 
of gender-centered theory in understanding access to health insurance in SSA, the finding 
that women’s access is founded on other familial obligations yet men’s access is not (or 
not nearly to the same extent) is an important contribution to the body of knowledge.  
In the case of the UWR, women’s household income is generally comparatively 
less than their husbands, and yet they must also cover the cost of children’s enrolment 
and attend to other household expenses (Koch & Alaba, 2010). Utilizing our gendered 
lens it becomes quite obvious why women face restrictive and prohibitive barriers to 
enrolling and re-enrolling in the NHIS. Furthermore, set against a social context where 
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men are migrating from the UWR to southern Ghana in search of fertile farmlands and 
paid employment, women are left in an even more precarious situation, bearing sole 
responsibility for children and a bulk of the responsibility for household income and 
supplementary responsibilities (Abdul-Korah, 2007). Though my results indicate that 
women’s enrolment remains comparatively high, there are undoubtedly tradeoffs having 
to be made in order to maintain this enrolment.  
At the end of Chapter 4, I recalled a suggestion from Nikièma, Haddad and Potvin 
(2008) who studies gendered bargaining strategies for health care in neighbouring 
Burkina Faso. They wondered if the rising popularity of health insurance in SSA may 
help partially eliminate women’s need to bargain for health care. This dissertation adds 
more information to this query, suggesting that inequitable gendered access to health care 
and the subsequent intra-household bargaining it creates likely still occurs, though 
perhaps now just once a year. Likely, once enrolled and receiving health coverage a 
woman no longer needs to bargain for money from her spouse every time she wishes to 
visit the health facility; but with the NHIS, enrolment will cover an individual for a year 
and then the bargaining may begin all over again.  
 
7.3.1.3 Discrepancies Between the NHIS and Local Livelihoods  
As outlined in some detail in Chapter 2, the UWR’s current status as a neglected 
and poor region of Ghana is certainly nothing new. Indeed, it is the accumulation of 
centuries of stratification and inequality – a colonial ruler that spent on infrastructure in 
the south and not in the north, exploitation of the region as a labor reserve, heavy 
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cutbacks in social services during the era of structural adjustment, and so on. This 
background has only made more blunt recent trouble in the region, such as degrading soil 
conditions for farming, increased migration of young men out of the region and an 
increasing abuse of alcohol as a coping mechanism. The UWR not only represents a large 
geographical distance from the country’s capital of Accra, it also was said by participants 
to be politically ‘off the radar’ and generally misunderstood.  
Given this, one of the key findings from the final manuscript (Chapter 6) regards 
this mental and political separation between the UWR and Accra, where my research 
finds exclusion from health insurance has occurred due to the mismatch between the 
design of the NHIS and the local practices and realities of the UWR. There were many 
notable examples of this: yearly renewal requirements which require both cash and 
problematic trips away from the farm, proof of age for elderly exemptions when many do 
not have birth certificates, fees required for children’s ‘free’ enrolment, and generally 
absurdly high standards for the indigent core-poor exemption requirements.  
Building off of King’s (2010) theoretical work which emphasizes the political, 
societal, historical and environmental roles in creating opportunities for healthy decision 
making, we can understand this ‘distance’ to actually be a failure in health policy making. 
As King notes that the PEH framework allows for “the identification of failures in health 
policy that stem from misunderstandings of local practices and knowledge systems.” 
(King, 2010:50; emphasis added). Although King was primarily talking about local 
practices and understandings surrounding diseases such as Posel et al.’s (2007) 
interrogation of AIDS discourses, it is beneficial to extend this framework to also 
encompass the ways in which health programs limit access through their organization and 
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design. In the case of the NHIS this was evident with unnecessarily rigid requirements for 
registration or renewal, including specific time windows for program compliance were 
completely disconnected with the local circumstances of the UWR. So while health 
policy is important in either helping or hindering community health, this dissertation adds 
to that discussion, specifying that health policies (such as health insurance) need to be 
tailored to livelihood styles in order to properly reach their intended audiences.  
 
7.3.2 Methodological Contributions 
There are also methodological contributions that emanate from this dissertation: 
demonstrating the value of combining qualitative and quantitative approaches; and 
demonstrating the integration of context into quantitative data (cluster variable and the 
wealth variable). During the qualitative phase of the project, participants often raised 
their concerns about how they were ‘blocked out’ from re-enrolling if they were too late 
with paying their annul fees. In a context of highly variable and unpredictable poverty, 
some expressed that it was “punishment for being poor”. The second manuscript (Chapter 
5) emerged from that concern as a way to probe the accuracy of that statement and 
discern who was dropping out of the NHIS. This is therefore an example of effective 
mixed methods design, where the emerging results from one method fed directly into the 
analysis of the other method. 
As well, two notable techniques from the quantitative analysis are of value to 
future researchers in SSA. Firstly, since sampling in our study was hierarchal (meaning 
cases from the same cluster are likely to share similar patterns of responses and violate 
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the assumption of independence) cluster numbers were carefully assigned to each case 
based on geographic distribution of the respondents at the village level. Because villages 
are the main source of community in the UWR, this was especially important in 
providing integrity to our results. In total there were 66 separate clusters identified. Both 
quantitative manuscripts then made use of STATA 13 SE option for correcting potential 
bias introduced by non-independence by imposing on the models a ‘cluster’ variable 
resulting in more statistically robust parameter estimates (Williams, 2000; Tenkorang & 
Owusu, 2010). Secondly, as explained above, the decision to not use self reported income 
was a practical decision based on the livelihood context of the UWR. In an environment 
where subsistence based farming is the mainstay for much of the population, it was 
irresponsible to rely on self-reported income as a measure of wealth. This study was 
successful in crafting a wealth variable based on a composite of household items. Though 
neither are new methodologies, they are worth highlighting and emphasizing for future 
researchers, especially working in rural SSA.  
 
7.3.3 Practical Contributions  
There are a number of practical considerations that have emerged from the 
findings of this research. Firstly, given our previous understanding regarding the 
Ghanaian traditions surrounding bargaining for health care payments, and this study’s 
findings that men and women face marked difference in their barriers to enrollment, we 
have surmised that the bargaining process has not been eliminated (as raised by Nikièma, 
Haddad & Potvin, 2008), but instead merely contained to a yearly event. Yet even still, 
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given this seasonality of subsistence agriculture, it can still be challenging for women to 
have to leave to seek health care or health insurance renewal. Extending this, one must 
ask if this health care bargaining and its implicit trade-offs could be eliminated through 
previously suggested policies such as the One-Time Premium Payment model (see 
NHIA, 2010, 17). Given that premiums from user fees only make up around 5% of its 
revenue, the extension of the scheme to this model is not as far fetched as it may seem at 
first glance. By eliminating the onerous yearly dues, the NHIS could bring more gender 
equity to the scheme, as this study has drawn a link between women’s roles within the 
household and mothering and strained resources for enrolment. However, this must be 
approached with caution, for if the One-Time Premium was set at too high a price, this 
would only work to further exclude vulnerable and needy members of society.  
Secondly, both quantitative and qualitative evidence from this study points to the 
failure of the indigent (core-poor) premium exemption policy. This policy has been with 
the NHIS since its assentation into law in 2003 and this research coincides with other 
studies that have criticized its effectiveness (e.g. Aryeetey et al., 2010; 2012). One of the 
reasons for this failure, as became clear in the qualitative analysis, was that the strict 
criteria for exemption did not align with the lived experience of poverty. That is to say, 
many were felt to be indigent by their community and yet did not qualify for exemption. 
One wonders if this overly strict criteria is related to the original architecture of the 
NHIS, where it was designed as many separate District Mutual Health Insurance 
Schemes (DMHIS) tied together through regulation with the head NHIA. The implication 
was that if a single district granted too many exemptions they would bear the burden of 
coverage. Since in Ghana poverty is tightly related to geography (and indeed this is very 
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much the case with the Upper West Region) poor districts would be motivated to keep 
their indigent exemptions down. Since the time of the fieldwork the NHIS has converted 
to a more centralized system, doing away with the DMHIS design. Ideally, the lessons 
from this study should inform the NHIS to be more adaptable to local circumstances 
when granting exemptions from premiums.  
Thirdly, Chapter 5 was constructed to address a specific policy design of the 
NHIS and the results speak directly to the implications of that policy. A three-month 
block out after a delayed reenrollment supposedly motivates individuals to keep their 
memberships active and not let premium payments lapse. Yet, this policy makes 
unspoken assumptions about individual control and free will, which are not necessarily 
congruent with the realities of the Upper West Region. Our study found that women who 
dropped out of the scheme were more likely to be food insecure, have unreliable incomes, 
young children in the house and not be making their own decisions regarding 
membership. Put together this paints a picture where dropping out was not about choice, 
but was a decision embedded within a particular socio-economic context. Given what we 
know about the susceptibility of children in the UWR to health problems well beyond the 
averages of the rest of the country (see Chapter 2), this is especially worrisome that 
mothers, the caretakers of the family, are dropping out for these reasons. The practical 
implications for this are quite clear then – the policy for a block out in coverage needs to 
be abolished.  
Finally, this thesis draws attention to the need for better servicing of rural 
subsistence lifestyles. For instance, recognition of sporadic and seasonal incomes by 
allowing for flexible payments would go a long way. A viable option may be a ‘savings 
197 
 
system’ where residents can pay in small amounts whenever they are able. This would 
reduce the pressure on the individual to come up with renewal fees at the point of expiry. 
Such a system, while requiring organization on the part of the local health insurance 
agents would not require much in the way of additional financial investments. As well, 
while health insurance agents do travel out into the villages for enrollment/renewal 
purposes, their visits are few and far between and should be increased in order to alleviate 
travel demands on the rural people. Recognition, too, of the general levels of poverty in 
the UWR and easing up on rigid requirements for late renewal penalties, proof of age or 
requirements for the indigent exemption would help. Yet most importantly, resolutions 
will not come solely from technocratic tinkering with the health insurance scheme. 
Participants voiced strongly their desires for solutions that empower them with jobs, 
money and therefore the ability to make real choices. These solutions will come from 
government policies that deal with decades of uneven development in Ghana (Konadu-
Agyemang, 2000). 
 
7.3.4 Study Limitations 
This dissertation has made theoretical, methodological and substantive 
contributions to the debates on health insurance in Ghana. However, there are also a 
number of limitations of the thesis that need to be recognized. Firstly, the wealth index, 
while an important contribution also has its drawbacks. As the index was done at the 
household level it is impossible to definitively say how wealth was routed through 
gendered power dimensions. Thus, while we can make inform speculations via our 
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theoretical model, we cannot say absolutely how household wealth translated to 
individual experience. Another drawback of a wealth index is that it is context specific – 
thus another region of the country would have to use different criteria in their analysis. 
This means comparisons are difficult.  
Secondly, there is a gap in my dissertation between the focused quantitative 
analysis of gender dynamics of NHIS enrolment and need for qualitative analysis and 
explanation. There is a manuscript in progress that is not included here which bridges that 
gap and provides some additional explanation and understanding as to the gender 
elements behind NHIS access.   
Thirdly, though this dissertation emerged from the ‘paradox of enrolment’ where 
the poorest region has the highest rates of enrolment, it does not answer why the UWR 
has comparatively higher rates of enrolment (though it was never intended to). The 
economic and practical realities of completing primary research meant that this had to be 
focused on the drivers of enrolment, not a comparison with the rest of the country. While 
my dissertation shines light on the complex determinants in the UWR, further research 
may wish to use this framework to compare to other regions (see section 7.4 below).  
Finally, a limitation of this study is that it has focused squarely on the ‘access to 
health care’ question. While equitable access to health care is important, especially in 
developing countries, it is but one piece in a larger approach that must deal with other 
fundamental determinants of equitable health. Foremost among these are things such as 
access to clean water, women’s empowerment, economic justice and other social 
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determinants of health. Providing universal health care is only one step in the right 
direction.  
 
7.4 Directions For Future Research  
Social health insurance schemes are still a relatively new phenomenon in SSA and 
there remains much to be studied. While this dissertation has added to the body of 
knowledge it has also opened up some directions for future research, which this section 
will explore. Firstly, one of the limits of this study was the use of cross sectional survey 
data. The use of longitudinal techniques, such as panel data would be helpful in making 
more definitive causal connections between variables. Indeed, especially when looking at 
the relationship between enrolment to dropping out, a time sensitive analysis could 
provide more insight into the intricacies of preexisting factors to dropping out. For 
example, while this study showed men who dropped out to be more likely to have low 
satisfaction with the NHIS, we do not know if this evaluation came before or after 
leaving the scheme.  
Secondly, while this study has probed the ‘paradox of enrolment’ by focusing on 
the specific context of the Upper West Region, the next step will be to apply this 
framework to other areas, both in Ghana and in SSA, to understand better how these 
results compare. The neighboring Upper East Region shares many of the same 
characteristics as this study area and it would not be surprising to find that people there 
were also comparatively less influenced by wealth for determining enrolment. While this 
study cannot generalize, it presents potentials. Could it be that resource-poor areas are 
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comparatively less influenced by wealth for than other areas of Ghana for enrolment in 
the NHIS? Further, do we find the same gender delineations in barriers to enrolment 
other areas of the country? As more countries in SSA are staring to embrace social health 
insurance schemes, we should be aware of other geographic areas in which these 
questions and answers may prove useful.  
Thirdly, gender proved to be an important construct to interpret barriers to health 
insurance enrolment. Given our collective knowledge that gender is important in shaping 
access and need for health care, it is surprising that others conducting research on health 
insurance in SSA have not tapped into this crucial theoretical lens. While we showed that 
there are gendered barriers to enrolling in the NHIS, we have also raised a great deal of 
questions as to the implications of this partition. For instance, has health insurance altered 
the form, content or extent of bargaining? How has health insurance impacted the power 
relations between husband and wife? Deeper qualitative work exploring the implications 
of the gendered nature of health insurance access will prove useful. As well, as noted in 
the preceding section, because gender frameworks have not been used in other studies on 
health insurance in SSA, we do not yet know how this study’s results compare across 
space. It will be interesting to see in further studies if these demarcated male-female 
influences on enrolment hold true in varying contexts.  
Finally, this study was focused only on the question of enrolment in the NHIS. 
While enrolment is the important first step, it does not tell us much about what health 
insurance is ultimately concerned with – access to health care. While studies are 
emerging that address the link between the NHIS and health care utilization (e.g. Dixon 
et al. 2014; Sekyi & Domanban, 2012; Aboagye & Agyemang, 2013; Sulzbach et al. 
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2005) they are still few, and the NHIS is still relatively new.  It will be especially 
interesting to explore how residents of the Upper West Region navigate the connection 
between enrolment (notably at higher rates than other areas in Ghana) and rural 
subsistence lifestyles and poor health infrastructure which theoretically would can make 
accessing care more difficult. There is still plenty of work to be done studying and 
understanding the dynamics of NHIS enrolment and utilization of health care in 
developing contexts.  
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FOCUS GROUP DISCUSSION GUIDE 
 
What is your gender/age/enrolment status?  
Perception of NHIS 
How did you hear about the NHIS?  
Is the NHIS considered desirable by people in your village? In your household? 
What do you think are the advantages/benefits of the NHIS? 
What elements of the scheme would motivate you to join? 
What do you think are the disadvantages of the NHIS? 
What elements of the scheme would discourage you from joining/maintaining 
membership? 
Do you think that the NHIS benefits some people more than others? 
Do you trust the NHIS? 
What do you think are the main reasons that some people are not enrolling in the NHIS? 
What do you think could help fix this?  
 
Gender Dynamics  
Do you think that women and men have different health problems? 
 probe – what are the most bothersome health problems for men? for women? 
  Illnesses? Sleeplessness? Soreness? Tiredness? 
 probe – what special health care needs do women have when they are pregnant?  
Do you think women and men have different motivations to seek health care? 
Do you think women and men have different motivations to enroll in the NHIS? 
Who in a household usually makes the decision about when to seek health care? 
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Who in a household pays for healthcare? 
Do you think that health insurance would change how this is decided? 
 probe – would women/men have to seek permission from their partner to get 
health care?  
  
Payment for Health Care and/or NHIS 
Before the NHIS, what did you do when you got sick? 
Before the NHIS, how did you pay for health care?  
With the NHIS, what do you do when you get sick?  
How do you pay for NHIS enrolment?  
 probe – by yourself? family? friends? take out a loan? 
Do you find the premiums to be reasonable/unreasonable? 
Do you think that some people pay too much? Pay too little? 
Do you think people would be more likely to enroll if they didn’t have to pay all the 
money at once?  
 probe – some farmers only have an income at certain points in the season, would 
they be  more likely to  enroll if the payment schedule worked around them? 
Do you pay for NHIS enrolment for anyone beyond your household? 
 
Altered Social Relations  
Do you/some people take out debts so that they may pay for their health insurance?  
How do you think this has impacted you/these people? 
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Do you/some people owe a favour to anyone for helping to pay for your NHIS 
enrolment?  
How has this impacted you/these people? 
How have things changed in your village since the NHIS came into existence?  
How have things changed in your life since the NHIS came?  
Does having health insurance change the way that individuals/families decide to get 
health care?  
Does having health insurance change the way that medical treatment is bargained for in 
the household? 
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IN-DEPTH INTERVIEWS CHECKLIST 
 
What is your gender/age/enrolment status?  
 
Perception of NHIS 
How did you hear about the NHIS?  
Is the NHIS considered desirable by people in your village? In your household? 
What do you think are the advantages/benefits of the NHIS? 
What elements of the scheme would motivate you to join? 
What do you think are the disadvantages of the NHIS? 
What elements of the scheme would discourage you from joining/maintaining 
membership? 
Do you think that the NHIS benefits some people more than others? 
Do you trust the NHIS? 
What do you think are the main reasons that some people are not enrolling in the NHIS? 
What do you think could help fix this?  
 
Gender Dynamics  
Do you think that women and men have different health problems? 
 probe – what are the most bothersome health problems for men? for women? 
  Illnesses? Sleeplessness? Soreness? Tiredness? 
 probe – what special health care needs do women have when they are pregnant?  
Do you think women and men have different motivations to seek health care? 
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Do you think women and men have different motivations to enroll in the NHIS? 
Who in a household usually makes the decision about when to seek health care? 
Who in a household pays for healthcare? 
Do you think that health insurance would change how this is decided? 
 probe – would women/men have to seek permission from their partner to get 
health care?  
  
Payment for Health Care and/or NHIS 
Before the NHIS, what did you do when you got sick? 
Before the NHIS, how did you pay for health care?  
With the NHIS, what do you do when you get sick?  
How do you pay for NHIS enrolment?  
 probe – by yourself? family? friends? take out a loan? 
Do you find the premiums to be reasonable/unreasonable? 
Do you think that some people pay too much? Pay too little? 
Do you think people would be more likely to enroll if they didn’t have to pay all the 
money at once?  
 probe – some farmers only have an income at certain points in the season, would 
they be  more likely to  enroll if the payment schedule worked around them? 
Do you pay for NHIS enrolment for anyone beyond your household? 
 
Altered Social Relations  
Do you/some people take out debts so that they may pay for their health insurance?  
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How do you think this has impacted you/these people? 
Do you/some people owe a favour to anyone for helping to pay for your NHIS 
enrolment?  
How has this impacted you/these people? 
How have things changed in your village since the NHIS came into existence?  
How have things changed in your life since the NHIS came?  
Does having health insurance change the way that individuals/families decide to get 
health care?  
Does having health insurance change the way that medical treatment is bargained for in 
the household? 
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Key Informant In-depth Interview Checklist 
 
Perception of NHIS 
Overall, what is your impression about the NHIS? 
What strategies have you/the government/officials used to get information out about the 
NHIS? 
How effective have these been? 
What obstacles have you/others faced getting information out about the NHIS? 
How has the NHIS been received in your area?  
How beneficial/unbeneficial do you think the NHIS is for the people in your area? 
What obstacles have you/others faced in enrolling people in the NHIS? 
What do you think are the largest obstacles for people enrolling?  
Do you think certain people are more likely to enroll than others? (poor/rich, gender) 
If yes:  
Why is this so?  
What strategies have you/others adopted to attend to this?  
 
Payment for NHIS 
To what degree do you think finances/payment determines NHIS enrolment? 
Do you think that this has created inequities in who is enrolling?  
What changes have occurred in your area after the implementation of the NHIS?  
What changes have you noticed regarding how often/for what reasons most people will 
seek health care?  
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How would you describe the quality of medical care in the area?  
Has this changed with the implementation of the NHIS? 
To your knowledge, how have people in the area been paying for the NHIS?  
How do you think this has impacted family relationships? With others in the village?  
How do you think that men and women differ in their desire for the NHIS? 
Have you observed any differences in which gender pays for NHIS enrolment?  
How has the NHIS changed relationships between men and women? 
What obstacles do you expect for enrolling people who are currently still not enrolled in 
the NHIS?  
What obstacles do you see for the future of the NHIS? 
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Barriers to National Health Insurance Enrolment 
SURVEY QUESTIONNAIRE  
 
VILLAGE ____________________       RESPONDENT #___________________  
 GENDER_____   MARITAL STATUS____________   AGE (in years)___________ 
INTERVIEWER:______________          INTERVIEW DATE:________________ 
Please remember that it is very important that this be answered in a private location in order to ensure 
confidentiality. Women especially should not have their husbands or others listening to their answers. 
 
 
SECTION A: GENERAL HEALTH STATUS QUESTIONS  
# QUESTION (and Enumerator Instructions) POSSIBLE RESPONSES Code  
 
1 How Long have you lived in this village/town [name]? Less than 1 year 1 
Between 1 and 5 years 2 
More than 5 years 3 
Don’t Know 98 
Refused 99 
2 What do you like most about this village/town [name]? 
 
Record first 2 mentioned 
 
 
 
Don’t Know 98 
Refused 99 
3 What do you dislike most about this village/town 
[name]?  
 
Record first 2 mentioned 
 
 
 
Don’t Know 98 
Refused 99 
4 How many people live in your household?  Record:  
5 How many people living in your household are below 
the age of 5 years? 
Record:  
6 Have you ever migrated away from home? Yes 1 
No  2 
Refused 99 
7 IF YES 
Where did you migrate to? 
Record:   
Don’t Know 98 
Refused 99 
8 For how long did you live where you migrated?  Less than 1 year 1 
Between 1 and 5 years 2 
More than 5 years 3 
Don’t Know 98 
Refused 99 
9 Why did you return home?  Lost Job 1 
Retired 2 
Home Responsibility 3 
Sick 4 
Widowed 5 
Other (specify) 97 
Don’t Know 98 
Refused 99 
 
Now I would like to ask you about your health  
10 In general, how does your health compare with that of 
other people of your age group? Would you say your 
health is Excellent, Very Good, Good, Fair or Poor? 
Excellent 1 
Very Good 2 
Good 3 
Fair 4 
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Poor 5 
Don’t Know 98 
Refused 99 
 
11 What kind of concerns do you have relating to your 
health? 
Record fist 3 mentioned: 
 
 
Don’t Know 98 
Refused 99 
12 Here are a number of questions about your health 
and feelings. I will read you a statement. Please 
answer which of the three options is most closely 
suited to you.   
 
I like who I am 
 
 
Yes, describes me exactly 1 
Somewhat describes me 2 
No, doesn’t describe me at all 3 
13 I am not an easy person to get along with 
 
Yes, describes me exactly 1 
Somewhat describes me 2 
No, doesn’t describe me at all 3 
14 I am basically a healthy person Yes, describes me exactly 1 
Somewhat describes me 2 
No, doesn’t describe me at all 3 
15 I give up too easily Yes, describes me exactly 1 
Somewhat describes me 2 
No, doesn’t describe me at all 3 
16 I have difficulty concentrating  Yes, describes me exactly 1 
Somewhat describes me 2 
No, doesn’t describe me at all 3 
17 I am happy with my family relationships Yes, describes me exactly 1 
Somewhat describes me 2 
No, doesn’t describe me at all 3 
18 I am comfortable being around people  Yes, describes me exactly 1 
Somewhat describes me 2 
No, doesn’t describe me at all 3 
19 Today, would you have physical trouble or difficulty 
walking? 
None 1 
Some 2 
A lot 3 
20 Today, would you have physical trouble or difficulty 
doing physical work?  
None 1 
Some 2 
A lot 3 
 
 
 
21 
During the PAST 4 WEEKS how much trouble 
have you had with: 
 
Sleeping?  
 
None 
 
1 
Some 2 
A lot 3 
22 Hurting or aching in any part of your body?  None 1 
Some 2 
A lot 3 
23 Getting tired easily?  None 1 
Some 2 
A lot 3 
24 Feeling depressed or sad? None 1 
Some 2 
A lot 3 
25 Feeling very worried? None 1 
Some 2 
A lot 3 
26 Nervousness?  None 1 
Some 2 
A lot 3 
 During the PAST 8 WEEKS how often did you: None 1 
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27 
 
Socialize with other people (talk or visit with 
relatives)  
Some 2 
A lot 3 
28 Take part in social, religious, or recreation activities 
(community, church, political party meetings) 
None 1 
Some 2 
A lot 3 
29 Stay in your home or hospital because of sickness, 
injury, or other health problem 
None 1 
1-4 days 2 
5 or more days 3 
 
 
SECTION B: General Health Behaviours 
30 Do you smoke cigarettes or tobacco? Daily 1 
Occasionally 2 
Not at all 3 
Don’t Know 98 
Refused 99 
 
31 
IF NO ASK 
Does anyone in your household smoke?  
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
 
32 
IF YES ASK  
(IF MORE THAN ONE ASK ABOUT 
HEAVIEST SMOKER) 
How often does [NAME] smoke? 
Daily 1 
Occasionally 2 
Don’t Know 98 
Refused 99 
 
33 
During the past 4 weeks have you had a drink of pito 
or beer?  
  
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
34 During the past 4 weeks have you had a drink of 
akpetetshie or other hard alcohol? 
 
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
 
35 
IF YES TO EITHER Q33 or Q34 ASK 
During the past 4 weeks how often did you drink 
alcohol? 
Every day 1 
4-6 times a week 2 
2-3 times a week 3 
Once a month 4 
Less than once a month 5 
Don’t Know 98 
Refused 99 
36 In the past 4 weeks, what is the highest number of 
drinks you had on one occasion?  
Record  ______________  
Don’t Know 98 
Refused 99 
 
 
SECTION C: ACCESS TO HEALTHCARE 
Now I would like to ask you information concerning health and health services in your area 
 
37 
How far is it from where you live to the nearest 
hospital or clinic? 
 
Less than 1 km 1 
Between 1-5km 2 
Between 6-10 km 3 
Between 11-15 km 4 
More than 15 km 5 
Don’t Know 98 
Refused 99 
38 Have you ever been diagnosed by a physician with 
an illness?  
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
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39 
IF NO CONTINUE TO QUESTION #47 
 
IF YES ASK 
 
 
What illness were you diagnosed with? 
 
CIRCLE AS MENTIONED 
Malaria 1 
Hypertension 2 
Diarrhea 3 
Pneumonia 4 
Hepatitis  5 
Skin conditions 6 
Headache 7 
Tuberculosis 8 
Heart Disease/CVD 9 
Accident 10 
Fever 11 
Cancer 12 
Asthma 13 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
40 Were any of these illnesses diagnosed before the 
NHIS was brought to your area? 
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
41  
Which of your illness do you consider to be the 
most troublesome?  
Malaria 1 
Hypertension 2 
Diarrhea 3 
Pneumonia 4 
Hepatitis  5 
Skin conditions 6 
Headache 7 
Tuberculosis 8 
Heart Disease/CVD 9 
Accident 10 
Fever 11 
Cancer 12 
Asthma 13 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
42 Have you ever tried to seek treatment for [NAME 
OF MOST TROUBLESOME ILLNESS]? 
 
(IF YES GO TO Q44) 
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
 
43 
IF RESPONDENT DID NOT SEEK 
TREATMENT ASK 
 
Why did you not seek treatment for your illness? 
 
Cost too high 1 
No Money 2 
Distance too far 3 
Guardian not available 4 
Permission not given 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
 
 
44 
 
IF THEY DID SEEK TREATMENT ASK 
 
Where did you go to seek treatment for your 
illness?  
 
Health centre 1 
Mobile Clinic 2 
Hospital  3 
Community Health Worker 4 
Traditional Healer 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
45 How long after onset of [INSERT MOST 
TROUBLESOME ILLNESS NAME] did you 
Less than 1 week 1 
Between 1 and 4 weeks 2 
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seek treatment? 
 
Between 4 weeks and 4 months 3 
More than 4 months 4 
Don’t Know 98 
Refused 99 
46 
 
Who decided where you would seek treatment?  Male Head/Father  2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
 
47 Other than yourself, has anyone in your household 
ever been diagnosed with any illness in the last 
year? 
 
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
 
 
 
 
 
 
 
48 
IF NO CONTINUE TO QUESTION #54 
 
IF YES ASK 
(IF MORE THAN ONE PERSON, ONLY 
INQUIRE AS TO THE MOST RECENT 
INCIDENT) 
 
 
What illness was he/she diagnosed with? 
 
 
CIRCLE AS MENTIONED 
Malaria 1 
Hypertension 2 
Diarrhea 3 
Pneumonia 4 
Hepatitis  5 
Skin conditions 6 
Headache 7 
Tuberculosis 8 
Heart Disease/CVD 9 
Accident 10 
Fever 11 
Cancer 12 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
49 Did this person ever try to seek treatment for 
his/her illness? 
IF MORE THAN ONE ILLNESS GIVEN, 
ONLY INQURE AS TO ‘MOST 
TROUBLESOME’  
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
50 IF THEY DID NOT SEEK TREATMENT ASK 
 
Why did he/she not seek treatment for their illness? 
 
Cost too high 1 
No Money 2 
Distance too far 3 
Guardian not available 4 
Permission not given 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
51 IF THEY DID SEEK TREATMENT ASK 
 
Where did he/she go to seek treatment for their 
illness?  
 
 
Health centre 1 
Mobile Clinic 2 
Hospital  3 
Community Health Worker 4 
Traditional Healer 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
52 How long after onset of [INSERT ILLNESS 
NAME] did he/she seek treatment? 
 
Less than 24 hours 1 
Between 24 and 48 hours 2 
More than 48 hours 3 
Don’t Know 98 
Refused 99 
53 Who decided where to seek treatment? Male Head/Father  2 
225 
 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
 
54 Are there any community health workers in this 
town/village? 
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
 
55 
 
Have you ever been visited by a community health 
worker over the past 6 months? 
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
56 Do you have a drug dispensing kiosk/outlet (mini-
pharmacy) in this town/village? 
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
57 Are there any non-governmental organizations 
working in this town/village?   
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
58 Which (names) non-governmental organizations 
work in this town/village? 
Record first 3 mentioned 
 
59 What is your most important source of information 
about health matters in this town/village? 
 
Community health worker 1 
Government Health centre/hospital 2 
Faith-based health centre/hospital  3 
NGO 4 
Village health committee 5 
Don’t know 98 
Refused 99 
 
 
ANSWER THIS SECTION ONLY IF FEMALE;   IF MALE CONTINUE TO SECTION D 
60 Have you given birth before?  Yes 1 
No 2 
Refused 99 
61 IF NO GO TO SECTION D;    IF YES 
CONTINUE BELOW 
 
How many children have you given birth to? 
 
 
Record______________ 
 
62 How old were you at the birth of your first child?  19 years or younger 1 
Between 20-34 years 2 
35 years or older 3 
Don’t Know 98 
Refused 99 
63 For your first childbirth, where did you deliver?  Home 1 
Health Facility 2 
Other (specify) 97 
Don’t Know 98 
Refused 99 
64 For your first childbirth who was attending to you?  Skilled Birth Attendant 1 
Unskilled Birth Attendant  2 
Unassisted 3 
Other (specify) 97 
Don’t Know 98 
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Refused 99 
65 For your first childbirth, how did you feel about the 
level of care that you received?  
Very satisfied 1 
Somewhat satisfied 2 
Neutral 3 
Somewhat unsatisfied 4 
Very unsatisfied 5 
Don’t Know 98 
Refused 99 
66 For your first childbirth, how was your care paid 
for?  
Paid by myself 1 
Paid by husband/father 2 
Paid by female family member 3 
Paid by male family member 4 
Paid by health insurance 5 
No cost  6 
Other (specify) 97 
Don’t know 98 
Refused 99 
 
67 
IF ONLY 1 CHILD GO TO Q:72 
IF MORE THAN 1 CHILD ASK 
How old were you at the birth of your most recent 
child? 
19 years or younger 1 
Between 20-34 years 2 
35 years or older 3 
Don’t Know 98 
Refused 99 
68 For your most recent childbirth, where did you 
deliver?  
Home 1 
Health Facility 2 
Other (specify) 97 
Don’t Know 98 
Refused 99 
69 For your most recent childbirth who was attending 
to you?  
Skilled Birth Attendant 1 
Unskilled Birth Attendant  2 
Unassisted 3 
Other (specify) 97 
Don’t Know 98 
Refused 99 
70 For your most recent childbirth, how did you feel 
about the level of care that you received?  
Very satisfied 1 
Somewhat satisfied 2 
Neutral 3 
Somewhat unsatisfied 4 
Very unsatisfied 5 
Don’t Know 98 
Refused 99 
71 For your most recent childbirth, how was your care 
paid for?  
Paid by myself 1 
Paid by husband/father 2 
Paid by female family member 3 
Paid by male family member 4 
Paid by health insurance 5 
No cost 6 
Other (specify) 97 
Don’t know 98 
Refused 99 
72 If cost or distance were not an issue, what would be 
your ideal location to give birth?  
Home 1 
Health Facility 2 
Other (specify) 97 
Don’t Know 98 
Refused 99 
73 If cost or distance were not an issue, what would be 
your ideal person to have for assistance during 
delivery?  
Skilled Birth Attendant 1 
Unskilled Birth Attendant  2 
Unassisted 3 
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Other (specify) 97 
Don’t Know 98 
Refused 99 
 
 
SECTION D: GENDER RELATIONS 
Now I would like to ask you information concerning the relationships between men and women 
74 In your household who contributes most of the 
income? 
 
 
CIRCLE AS MANY AS INDICATED 
Children 1 
Male Head/Father  2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
75 In your household who is considered to be in 
charge?  
No one in particular 1 
Male Head/Father  2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
76 In your household who makes decisions about 
the way that the house is run?  
Everyone contributes equally 1 
Male and Females Heads decide together 2 
Mostly the Males 3 
Mostly the Females 4 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
77 In your household who makes decisions about 
making large household purchases? 
 
Everyone contributes equally 1 
Male and Female Heads decide together  2 
Mostly the Males 3 
Mostly the Females 4 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
78 In your household who makes decisions about 
making household purchases for daily needs? 
(example: salt) 
 
Everyone contributes equally 1 
Male and Female Heads decide together  2 
Mostly the Males 3 
Mostly the Females 4 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
79 In your household who makes decisions about 
visits to distant families and relatives? 
 
Everyone contributes equally 1 
Male and Female Heads decide together  2 
Mostly the Males 3 
Mostly the Females 4 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
80 In your household who makes decisions about 
what food to eat each day? 
Everyone contributes equally 1 
Male and Female Heads decide together  2 
Mostly the Males 3 
Mostly the Females 4 
Other (Specify) 97 
Don’t Know 98 
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Refused 99 
 
81 
In your household who usually decides what to 
do when someone is ill? 
 
Everyone makes own decision 1 
Male Head/Father 2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
82 In your household who usually decides on paying 
for any health care expenses?  
Everyone makes own decision 1 
Male Head/Father  2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
83 If everyone in your household were sick, who 
would be the first person sent to get health care? 
Children 1 
Male Head/Father  2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
84 If someone in your household were sick, who 
would help take care of them?  
Children 1 
Male Head/Father  2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
Everyone would help 6 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
 
ANSWER THIS SECTION ONLY IF FEMALE; IF MALE CONTINUE TO SECTION E 
Reminder: very important that these questions are asked in private. If questions are causing obvious 
distress remind participant she may choose not to answer any question without penalty 
 
Now I am going to ask you questions about some other important aspects of woman’s life. I know that these 
questions are very personal. However your answers are crucial for helping to understand the condition of 
women in Upper West Region. Let me assure you that your answers are completely confidential. 
85  
Many different reasons can prevent women from 
getting medical advice or treatment for 
themselves. When you are sick and want 
to get medical advice or treatment, what is the 
largest obstacle for seeking health care?  
Don’t know where to go 1 
Need permission to go 2 
Getting money for treatment 3 
Distance to travel 4 
Means of transport 5 
Cost of transport 6 
Going alone 7 
No female caregiver to fill in 8 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
86  
When two people are in a relationship, they share 
both bad and good moments. In your current 
relationship do the following happen frequently Frequently  1 
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only sometimes, or never happen? 
 
He usually spends his free time with you 
Sometimes 2 
Never 3 
87 
 
He consults you on different household 
matters 
Frequently  1 
Sometimes 2 
Never 3 
88 
He loves you (is affectionate) 
Frequently  1 
Sometimes 2 
Never 3 
89 
He respects your wishes 
Frequently  1 
Sometimes 2 
Never 3 
 
 
90 
Now I am going to ask you about some situations 
which happen to some women. Please tell if these 
apply to your relationship with your 
husband/partner: 
 
The man is jealous/angry if the woman 
talked to other men 
 
 
Yes 1 
No 
2 
91 The man does not permit the woman meet 
with her female friends 
Yes 1 
No 2 
92 The man does not trust the woman with 
money 
Yes 1 
No 2 
93 The man insists on knowing where the 
woman is 
Yes 1 
No 2 
 
 
94 
Now if you will permit me, I need to ask some 
more questions about your relationship with your 
husband.  
 
Does he ever say or do something to make 
you feel embarrassed in front of others? 
Yes 1 
No 2 
 
95 
 
Make you feel afraid or feel threatened? 
Yes 1 
No 2 
 
 
 
 
SECTION E: FINANCES (ENABLING RESOURCES) 
Now I would like to ask you about your finances 
 
 
 
96 
 
Over the past year, how often, if ever, have you or 
your family (household) gone without: 
 
    Enough food to eat? 
Never 1 
Just once or twice 2 
Several times 3 
Many times 4 
Always 5 
Don’t Know 98 
Refused 99 
97 
 
    Enough clean water for home use?  
Never 1 
Just once or twice 2 
Several times 3 
Many times 4 
Always 5 
Don’t Know 98 
Refused 99 
98 
 
    A cash income?  
Never 1 
Just once or twice 2 
Several times 3 
Many times 4 
Always 5 
Don’t Know 98 
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Refused 99 
99 Which of the following do you (or someone in 
your household) own? 
 
CIRCLE AS MENTIONED  
Bicycle 1 
Motor Bike 2 
Car 3 
Television 4 
Electric Lights in House 5 
Running Water in House 6 
Refused 99 
100 Are you directly responsible for caring for anyone 
other than yourself?  
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
101 IF YES ASK 
 
How many people are dependent upon you?  
1-2 1 
2-4 2 
4-6 3 
7 and over 4 
Don’t Know 98 
Refused 99 
 
102 
 
In comparison to the other people in your village 
would you consider yourself to be: 
 
Better off than most 1 
About average/the same 2 
Worse off than most 3 
Don’t Know 98 
Refused 99 
103 What are the main ways that your household 
produces an income?  
 
 
  
Record first 3 mentioned  
 
 
Don’t Know 98 
Refused 99 
104 Over the past 12 months, how would you describe 
the reliability of income for your household?    
Very reliable  1 
Somewhat reliable 2 
Somewhat unreliable 3 
Unreliable 4 
Don’t Know 98 
Refused 99 
105 Over the past 12 months, have you ever received 
remittances/ money sent to you from away? 
Yes 1 
No 2 
Don’t know 98 
Refused 99 
106 IF YES ASK 
How much of your income is made up of 
remittances/ money sent to you from away? 
Most of it 1 
Half of it 2 
Some of it 3 
Don’t know 98 
Refused 99 
 
 
SECTION F: SOCIAL AND COMMUNITY SUPPORT NETWORK (ENABLING RESOURCES) 
Now I would like to ask you about your relationships with family and friends 
107 Are you a member of any organization/ church 
group within or outside this community? 
Yes 1 
No 2 
Refused 99 
108 If you were sick and needed medical treatment do 
you think your relatives would render any kind of 
help? 
Yes 1 
No 2 
Don’t know 98 
Refused 99 
109 IF YES ASK Money 1 
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What kind of help do you think would they be able 
to render? 
Nursing care 2 
Psychosocial support (comfort) 3 
Health advice 4 
Transport to health facility 5 
Food 6 
Help with domestic chores 7 
Other (specify) 97 
Don’t know 98 
Refused 99 
110 How comfortable would you feel asking your 
relatives to pay for your health insurance coverage? 
 
Very comfortable 1 
Fairly comfortable 2 
Fairly uncomfortable 3 
Very uncomfortable 4 
Refused 99 
111 How often do you listen to the radio?  Almost every day 1 
Once a week 2 
Less than once a week 3 
Not at all 4 
Refused 99 
112 How many friends do you have in your area?  One 1 
Between 1 and 5 2 
More than 5 3 
Refused  99 
113 If you were sick and needed medical treatment do 
you think your friends would render any kind of 
help? 
Yes 1 
No 2 
Don’t know 98 
Refused 99 
114 IF YES ASK 
What kind of help do you think would they be able 
to render? 
Money 1 
Nursing care 2 
Psychosocial support (comfort) 3 
Health advice 4 
Transport to health facility 5 
Food 6 
Help with domestic chores 7 
Other (specify) 97 
Don’t know 98 
Refused 99 
115 How comfortable would you feel asking your 
friends to pay for your health insurance coverage?  
Very comfortable 1 
Fairly comfortable 2 
Fairly uncomfortable 3 
Very uncomfortable 4 
Refused 99 
116 How would you describe your feelings about your 
community in general?  
Very positive 1 
Fairly positive 2 
Fairly negative 3 
Very negative 4 
Refused 99 
 
117 
Compared to other people, how much do you 
participate in your community?   
 
More than most 1 
About average 2 
Less than most 3 
Refused 99 
 
 
SECTION G: PERCEPTION OF NHIS 
Now I would like to ask you about your thoughts on the National Health Insurance Scheme 
118 Before our conversation today had you ever heard Yes 1 
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of the National Health Insurance Scheme (NHIS)?  No 2 
Refused 99 
119 IF YES ASK 
 
From what sources have you heard about the 
National Health Insurance Scheme (NHIS)? 
 
CIRCLE AS MENTIONED 
 
Friends 1 
Family  2 
Neighbors 3 
Religious Group 4 
Newspaper 5 
Television  6 
Radio 7 
Poster 8 
Other (specify) 97 
Don’t know 98 
Refused 99 
 
120 
In the past few (2-3months) months have you had a 
discussion about NHIS with a family member or 
friend?: 
 
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
121 IF YES ASK 
With whom have you had a discussion about the 
NHIS?  
 
CIRCLE ALL THAT APPLY 
Husband/ Wife 1 
Mother 2 
Father 3 
Brother 4 
Sister 5 
Daughter 6 
Son 7 
Mother-in-law 8 
Father-in-law 9 
Friends 10 
Other (specify) 97 
Don’t Know 98 
Refused 99 
122 Do you know of a place in this community where 
you can get information about the NHIS? 
Yes 1 
No 2 
Refused 99 
123 What is the name of this place? Record 
 
 
124 How would you best describe the NHIS? Very trustworthy 1 
Fairly trustworthy 2 
Neutral 3 
Fairly untrustworthy 4 
Very untrustworthy 5 
Refused 99 
125 Overall, how do you think the NHIS has impacted 
health care in your area? 
Greatly improved it 1 
Somewhat improved it 2 
Neutral/ No change 3 
Somewhat harmed it 4 
Greatly harmed it 5 
Don’t Know 98 
Refused 99 
126 Do you think people in this area want to enroll in 
the NHIS?  
Very willing 1 
Somewhat willing 2 
Neutral 3 
Somewhat unwilling 4 
Greatly unwilling 5 
Refused 99 
127 Do you desire to be enrolled in the NHIS?  Greatly desired 1 
Somewhat desired 2 
Neutral 3 
Somewhat undesired 4 
Greatly undesired 5 
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Refused 99 
128 How would you describe the desire of the average 
person in Ghana to enroll in the NHIS? 
Greatly desired 1 
Somewhat desired 2 
Neutral 3 
Somewhat undesired 4 
Greatly undesired 5 
Refused 99 
129 What do you like about the NHIS?  Record first 3 mentioned  
 
 
 
Don’t Know 98 
Refused 99 
130 What do you dislike about the NHIS?  Record first 3 mentioned 
  
 
 
Don’t Know 98 
Refused 99 
131 
 
 
Overall, how would you rate your satisfaction with 
Ghana’s National Health Insurance Scheme? 
Very satisfied 1 
Fairly satisfied 2 
Neutral 3 
Fairly unsatisfied  4 
Very unsatisfied 5 
Don’t know 98 
Refused 99 
 
 
SECTION H: ENROLMENT IN NHIS/ PAYMENT FOR NHIS 
Now I would like to ask you about some of your choices with the National Health Insurance Scheme 
132 Do you currently have any private health insurance 
coverage?  
Yes  1 
No 2 
Refused 99 
133 Have you ever been enrolled in the NHIS?   Yes  1 
No 2 
Refused 99 
134 IF YES ASK 
 
Are you currently enrolled in the NHIS?  
Yes  1 
No 2 
Refused 99 
 
IF ENROLLED IN NHIS CONTINUE, IF NOT GO TO Q:156 
 
135 
Do you have an up to date membership card to the 
NHIS? 
 
IF YES GO TO Q:138 
Yes  1 
No 2 
Refused 99 
136 IF NO ASK 
Why have you not renewed your membership card? 
Too expensive 1 
Service not of value 2 
Have not thought about it 3 
Don’t have the money 4 
Difficult process 5 
Too many delays in process 6 
Do not trust it 7 
Too far to place of renewal 8 
Other (specify) 97 
Don’t know 98 
Refused 99 
137 What date did the NHIS become available in your 
village/town/area? 
 
____________ month _____________ year 
Record  
Don’t know 98 
Refused 99 
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138 What date did you become an NHIS member? 
 
____________ month _____________ year 
Record  
Don’t know 98 
Refused 99 
139 
 
How much do you pay for your NHIS premium? Cash (record) _____________ 1 
Don’t Pay, Exemption Status 2 
Don’t Pay, Covered by SSNIT 3 
Other (specify) 97 
Don’t Know 98 
Refused 99 
140 In the past year, how much have you paid out of 
pocket for health care services not covered by the 
NHIS?  
Record  
Don’t Know 98 
Refused 99 
141 In the past year, how much have you paid out of 
pocket for pharmaceuticals not covered by the 
NHIS? 
Record  
Don’t Know 98 
Refused 99 
142 Would you be willing to pay higher premiums if 
you got better health care?  
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
143 Which other members in your household are 
enrolled in the NHIS?  
 
CIRCLE ALL MENTIONED 
Children 1 
Male Head/Father  2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
No one is enrolled 6 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
144 Was it your personal choice to enroll in the NHIS?  Yes 1 
No 2 
Maybe 3 
Refused 99 
145 Do you think you will renew your NHIS 
membership in the future?  
Yes 1 
Maybe 2 
No 3 
Refused  99 
146 Since you have enrolled in the NHIS, how would 
you describe your utilization of the health services?  
Much more likely to utilize 1 
Somewhat more likely to utilize  2 
No change in utilization 3 
Somewhat less likely to utilize 4 
Much less likely to utilize 5 
Don’t Know 98 
Refused 99 
147 How would you describe the affordability of the 
NHIS?  
Very affordable 1 
Somewhat affordable 2 
Somewhat unaffordable 3 
Very unaffordable 4 
Refused  99 
148 What was the main source used to pay for your 
NHIS enrolment?  
Personal income 1 
Income of other household member 2 
Relative 3 
Remittance / Sent Money 4 
Friend 5 
Neighbor 6 
Fee covered by government 7 
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Other (specify) 97 
Don’t know  98 
Refused 99 
149 What other sources were used to pay for your 
NHIS enrolment?  
 
CIRCLE AS MENTIONED 
Personal income 1 
Income of other household member 2 
Remittance / Sent Money 3 
Relative 4 
Friend 5 
Neighbour 6 
Other (specify) 97 
Don’t know  98 
Refused 99 
150 Do you have any monetary debts due to payment 
for NHIS enrolment? 
Yes 1 
No 2 
Maybe 3 
Refused 99 
151 Do you have any social obligations/favours to be 
returned due to payment for NHIS enrolment? 
Yes 1 
No 2 
Maybe 3 
Refused 99 
152 How has your NHIS enrolment impacted your 
financial status?   
Very positive impact 1 
Somewhat positive impact 2 
No impact 3 
Somewhat negative impact 4 
Very negative impact 5 
Don’t know 98 
Refused  99 
153 How has your NHIS enrolment impacted your 
relationship with your relatives?  
Very positive impact 1 
Somewhat positive impact 2 
No impact 3 
Somewhat negative impact 4 
Very negative impact 5 
Don’t know 98 
Refused  99 
154 How has your NHIS enrolment impacted your 
relationship with your friends?   
Very positive impact 1 
Somewhat positive impact 2 
No impact 3 
Somewhat negative impact 4 
Very negative impact 5 
Don’t know 98 
Refused  99 
155 Since the NHIS arrived in your area, how would 
you describe the change in your health status?  
Very positive change 1 
Somewhat positive change 2 
No change 3 
Somewhat negative change 4 
Very negative change 5 
Don’t know 98 
Refused  99 
 
ANSWER THIS SECTION ONLY IF NOT ENROLLED IN NHIS 
156 What date did the NHIS become available in 
your village/town/area? 
 
____________ month _____________ year 
Record  
Don’t know 98 
Refused 99 
157 Why have you not enrolled in the NHIS? Too expensive 1 
Service not of value 2 
Have not thought about it 3 
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Don’t have the money 4 
Difficult process 5 
Too many delays in process 6 
Do not trust it 7 
Too far to place of registration 8 
Other (specify) 97 
Don’t know 98 
Refused 99 
158 Was it your personal choice to not enroll in the 
NHIS?  
Yes 1 
No 2 
Maybe 3 
Refused 99 
159 Who in your household makes the final decision 
regarding NHIS enrolment?  
Everyone makes own decision 1 
Male Head/Father 2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
160 Which other members in your household are 
enrolled in the NHIS?  
 
CIRCLE ALL MENTIONED 
Children 1 
Male Head/Father  2 
Female Head/Mother 3 
Male relative 4 
Female relative 5 
No one is enrolled 6 
Other (Specify) 97 
Don’t Know 98 
Refused 99 
161 How would you describe the affordability of the 
NHIS?  
Very affordable 1 
Somewhat affordable 2 
Somewhat unaffordable 3 
Very unaffordable 4 
Refused  99 
162 If payments were lowered, would you consider 
enrolling in the NHIS?  
Yes 1 
No 2 
Maybe 3 
Refused 99 
163 If payment schedules were flexible would you 
consider enrolling in the NHIS?   
Yes 1 
No 2 
Maybe 3 
Refused 99 
164 Do you have relatives that would be able to pay 
for your NHIS enrolment?  
Yes 1 
No 2 
Maybe 3 
Refused 99 
165 Do you have relatives that would be willing to 
pay for your NHIS enrolment?  
Yes 1 
No 2 
Maybe 3 
Refused 99 
166 Do you have friends that would be able to pay for 
your NHIS enrolment?  
Yes 1 
No 2 
Maybe 3 
Refused 99 
167 Do you have friends that would be willing to pay 
for your NHIS enrolment?  
Yes 1 
No 2 
Maybe 3 
237 
 
Refused 99 
168 If they so desired, would you be willing to have 
relatives or friends pay for your NHIS 
enrolment?  
Yes 1 
No 2 
Maybe 3 
Refused 99 
169 Since the NHIS arrived in your area, how would 
you describe your utilization of the health 
services?   
Much more likely to utilize 1 
Somewhat more likely to utilize  2 
No change in utilization 3 
Somewhat less likely to utilize 4 
Much less likely to utilize 5 
Don’t Know 98 
Refused 99 
170 Since the NHIS arrived in your area, how would 
you describe the change in your    health status?  
Very positive change 1 
Somewhat positive change 2 
No change 3 
Somewhat negative change 4 
Very negative change 5 
Don’t know 98 
Refused  99 
 
 
SECTION I: SOCIO-DEMOGRAPHIC PROFILE 
For this last section, I am going to ask you a few questions to describe yourself and your household.   
171 Have you been married more than once? Yes 1 
No 2 
Refused 99 
172 What is your highest level of education?  No education 1 
Basic education 2 
Secondary education 3 
College education 4 
University Education 5 
Refused 99 
173 What is the highest level of education of any 
member of your household?  
 
No education 1 
Basic education 2 
Secondary education 3 
College education 4 
University education 5 
Refused 99 
174 IF MARRIED: what is your husband/wife’s 
main occupation? 
    (What kind of work does he/she mainly do?) 
Record  
175 Aside from your domestic work are you currently 
working? 
Yes 1 
No 2 
Don’t Know 98 
Refused 99 
 
176 
As you know, some people in this area take up 
jobs for which they are paid cash. Others sell 
things, have small business, or work on family 
farm for cash, or run a family business.  
Are you currently doing any of these things or 
any other work? 
 
Yes 
 
1 
No 2 
Refused 99 
177 Do you usually work within the home or away 
from home? 
In home 1 
Away from home 2 
Refused 99 
178 What is your religion?  Christian 1 
Muslim 2 
Traditionalist 3 
No religion 4 
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Other 5 
Refused 99 
179 What is your annual household income?  Record  
Don’t know 98 
Refused 99 
  
180 Which one of the following housing type best 
describes the type of dwelling this household 
occupies? 
DO NOT READ ALOUD CIRCLE ONLY 
ONE ANSWER FOR THE COLUMN 
LABELLED CODE  
 
House  1 
Town house 2 
Flat 3 
Traditional dwelling/ homestead 4 
Hostel/ Compound 6 
Hotel/ Boarding house 7 
Room in backyard 8 
Room in house 9 
Squatter hut/ shack 10 
Other (specify): 97 
Don’t Know 98 
Refused 99 
181 Does your house have electricity? Yes 1 No 2 
Don’t Know 98 
Refused 99 
182 Does your household own any livestock/animals? Yes 1 No 2 
Don’t Know 98 
Refused 99 
183 IF YES ASK 
How many of the following types of animals 
does your household have? 
RECORD 
# Goats: 
# Pigs: 
# Cattle: 
# Sheep: 
# Chicken/Fowl: 
Other ___________________ 
 
 
184 
 
 
 
Which of the following best 
describes the household 
structure? 
 
DO NOT READ ALOUD- 
ASK ABOUT HOUSEHOLD 
TYPE AND CIRLCE ONLY 
ONE ANSWER  
 
Household Structure 
Female Centered (No husband/ male partner in household, 
may include relatives, children, friends) 1 
Male Centered (No wife/ female partner in household, may 
include relatives, children, friends) 2 
Nuclear (Husband/ male partner and wife/ female partner with 
or without children) 3 
Extended (Husband/ male partner and wife/ female partner and 
children and relatives) 4 
Child centered (Child-headed) 5 
Polygamous (Husband with more than one wife) 6 
Other (specify): 97 
 
Notes: 
(Example, anything out of the ordianry? Any problems?  
Something to consider before inputing the answers?) 
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Appendix D: Villages in Research 
 
Research participants resided in 153 villages across the geographical space of the Upper 
West Region: 
 
 
Village Name: 
1. Aonimon 
2. Baazing 
3. Baazing 
4. Babile 
5. Bachuuyiri 
6. Bagru 
7. Base 
8. Belaglu 
9. Bermol 
10. Betaglu 
11. Biisikaa 
12. Boo 
13. Borkyii 
14. Boru 
15. Brutu 
16. Bu 
17. Bujan 
18. Bulenga 
19. Busa 
20. Buyam 
21. Chagu 
22. Chinchan 
23. DSegru 
24. Dabo 
25. Dahile 
26. Dandori 
27. Deriyiri 
28. Donkuolu 
29. Dowine 
30. Du-East 
31. Duotang 
32. Gbare 
33. Gbertor 
34. Gengenkpe 
35. Goziiri 
36. Guo 
37. Gwuolu 
38. Hakyagan 
39. Hamile 
40. Jambuso 
41. Jang 
42. Janguasi 
43. Janvaare 
44. Jirapa 
45. Kaabaa 
46. Kabilee 
47. Kagle 
48. Kaleo 
49. Kaluri 
50. Kangba 
51. Kangual 
52. Kani 
53. Karo 
54. Kataa 
55. Ketuo 
56. Ko 
57. Ko 
58. Kobien 
59. Kogle 
60. Kokoligu 
61. Kokya 
62. Kong 
63. Konjiechi 
64. Konyygogn 
65. Koo 
66. Kore 
67. Koro 
68. Kpale 
69. Kperisi 
70. Kuncheni 
71. Kusali 
72. Kuselle 
73. Lambussie 
74. Languasi 
75. Lawra Town 
76. Lugdangei 
77. Mangu 
78. Manwe 
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79. Mwindal 
80. Na-Imwin 
81. Nadowli 
82. Nandom 
83. Nange 
84. Nanvili 
85. Napaal 
86. Naribu 
87. Nobogangn 
88. Nyagli 
89. Nyemi 
90. Pataal 
91. Piina 
92. Ping 
93. Ponyentanga 
94. Puffien 
95. Saan 
96. Saawie 
97. Sabalaa 
98. Sabuli 
99. Sagu 
100. Samale 
101. Samoa 
102. Sampina 
103. Sawali 
104. Sentu 
105. Silbelle 
106. Sorbelle 
107. Taalipuo 
108. Taayaga 
109. Tabiere 
110. Taffiasi 
111. Tamlgers 
112. Tankyama 
113. Tanvaare 
114. Tarsow 
115. Tendoma 
116. Tibami 
117. Tirada 
118. Tizza 
119. Tokuu 
120. Tumu 
121. Tuopare 
122. Ullo 
123. Verneh 
124. Voyiri 
125. Wa Center 
126. Wa Airstrip 
127. Wa Dobile 
128. Wa Jolerayin 
129. Wa Kabanye 
130. Wa Kambali 
131. Wa Konta 
132. Wa Kpaguri 
133. Wa Mangu 
134. Wa Napogbakole 
135. Wa Tendamba 
136. Wa Xavier 
137. Wa Zongo 
138. Walaiehs 
139. Walatexig 
140. Wapaani 
141. Yaal 
142. Yarou 
143. Yien 
144. Zaghe 
145. Zaguo 
146. Zambo 
147. Zangbogu 
148. Zangrogu 
149. Zanguasi 
150. Zanguasi 
151. Zanguo 
152. Zinun 
153. Zooh 
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